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PUBLISHERS’  PREFACE. 


This  Atlas  is  intended  as  a pictorial  representation  of  several  of  the  famous  models 
of  dermatological  and  syphilitic  cases  at  the  Saint  Lonis  Hospital  of  Paris,  most 
of  which  have  been  executed  by  M.  Baretta. 

It  will  differ  from  other  publications  of  a similar  character  in  this,  that  the 
illustrations  will  chiefly  represent  typical  cases  of  common  diseases,  while  most  atlases 
exemplify  rare  cases  only. 

A novel  and  most  important  feature  will  be  the  introduction  of  explanatory 
woodcuts  in  the  text,  which  will  greatly  add  to  the  easier  understanding  of  the  excellent 
plates.  These  plates  are  produced  by  the  latest  process  of  photo-lithography,  for  which 
reason  they  have  been  styled  “ Photo-Lithochromes.”  They  are  executed  by  the 
foremost  Parisian  artists,  and  will  be  found  of  exceptional  correctness,  beauty,  and 
merit. 

The  object  of  the  publishers  is  to  place  at  the  disposal  of  every  medical  man 
and  student,  and  at  a popular  price  within  the  reach  of  all,  the  fruits  of  experience 
stored  in  this  unrivalled  collection. 

Actual  cases  can  readily  be  compared  with  the  plates,  thus  facilitating  a quick 
and  correct  diagnosis,  while  the  accompanying  text  suggests  all  the  elements  of 
rational  treatment. 


EDITOR'S  PREFACE. 


My  task,  in  editing  this  Atlas,  is  an  easy  one,  my  main  duty  being  to  ensure 
the  accuracy  of  the  English  translation  as  representing  the  meaning  of  the  original 
French  text.  To  obtain  such  accuracy,  considerable  freedom  of  idiom  will  be  exercised 
wherever  necessary ; but  it  will  be  occasionally  inevitable  to  translate  words — especially 
adjectives — by  English  equivalents,  no  more  “ classical  ” than  the  French  originals. 

My  annotations  will  be  of  the  briefest  description  and  entirely  confined  to 
questions  of  nomenclature — which  may  present  difficulties  or  cause  confusion  to  the 
general  medical  reader — and  to  references  to  the  better-known  English  text-books 
and  monographs. 

It  is,  perhaps,  unnecessary  to  disclaim  any  personal  responsibility  for  opinions 
enunciated  throughout  the  work ; but,  as  all  of  the  Authors  may  be  numbered  among 
my  dermatological  masters  or  friends  at  the  Saint  Louis  Hospital,  l may  be  allowed 
to  express  my  general  sympathy  and  agreement  with  the  tenour  of  their  remarks. 


J.  J.  PKING-LE. 


THE 


MUSEUM  OF  THE  SAINT  LOUIS  HOSPITAL. 


The  Museum  of  the  Saint  Louis  Hospital  is  now  nearly  thirty  years  old.  In  1865  it 
occurred  to  Devergie,  who  was  then  on  the  point  of  leaving'  the  Hospital,  after  having 
been  on  its  staff  for  twenty-five  years,  to  offer  for  exhibition,  to  the  Administration 
of  Public  Aid,  a series  of  water-colour  drawings  which  he  had  had  painted  for 
teaching  purposes,  and  which  illustrated  the  most  important  types  of  skin  disease. 

M.  Husson,  who  was  at  that  time  Director- General  of  the  Administration  of 
Public  Aid,  cordially  accepted  M.  Devergie’s  offer.  A site  was  chosen  for  storing 
this  collection.  This  was  a little  gallery  which  formerly  served  as  a passage,  and 
which  connects  the  main  body  of  the  hospital  with  the  kitchen  and  dispensary. 

Here  then  Devergie’s  water-colours  were  hung,  and  it  was  in  this  modest  lobby 
that  the  Museum  of  the  Saint  Louis  Hospital  first  saw  the  light. 

It  is  quite  likely  that  Devergie’s  first  idea  would  never  have  been  carried  out, 
unless  it  had  suggested  itself  to  M.  Husson,  “ who  was  ever  ready  to  advance  hospital 
teaching,”  to  establish  a Museum  in  the  Saint  Louis  Hospital ; and  unless  he  had 
given  it  the  opportunity  of  development  by  a pecuniary  grant  from  the  State  in  1869. 

To  the  water-colour  drawings  presented  by  Devergie,  some  photographs  taken 
by  M.  de  Montmeja  for  M.  Hardy,  and  some  water-colour  drawings  by  Bion  of 
cases  under  the  care  of  Bazin  were  added.  But  in  spite  of  the  perfection  of  these 
drawings  and  photographs,  they  were  necessarily  inferior  to  models,  which,  in  addition 
to  their  accuracy  of  colour  and  form,  possess  the  great  advantage  of  relief.  At 
that  early  date  Dr.  Lailler,  to  whom  the  Museum  was  afterwards  so  much  indebted, 
had  several  wax  models  made,  similar  in  character  to  those  seen  in  certain  anatomical 
museums,  and  these  he  placed  in  the  Museum.  But  the  artist  who  produced  them 
left  France  for  America.  M.  Lailler  looked  about  for  a substitute,  and  after  many 
inquiries  amongst  wax-modellers  “ he  finally  discovered  a young  man  who,  with  a 
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special  gift  for  drawing  and  colour,  surpassed  everything  hitherto  accomplished  in 
this  direction.”  This  modeller  and  artist  was  M.  Baretta,  who  was  then  engaged  in 
modelling  fruit  subjects  in  papier  rnaclie.  31.  Lailler  brought  M.  Baretta  to  the  Saint 
Louis  Hospital,  guided  him  in  his  first  efforts  with  a happy  mixture  of  criticism  and 
encouragement,  pressed  him  forward  so  boldly  and  so  well,  that  he  was  able  to  produce, 
in  a special  new  material,  those  models  whose  perfection  is  unrivalled,  and  which 
have  gained  the  admiration  of  the  whole  medical  world. 

The  first  models  that  came  from  his  hands  bear  the  date  1867.  Since  then 
M.  Baretta  has  gone  on  adding  to  this  priceless  collection  every  year,  so  that  at  the 
close  of  the  year  1894  the  Museum  could  boast  of  1800  examples  of  his  work. 

The  brilliant  future  of  the  Museum  had  been  a dream  of  Husson's,  which  has  now 
been  fully  realized,  and  the  Administration  of  Public  Aid  has  in  a large  measure 
contributed  to  its  fulfilment. 

Very  soon  the  Museum  collection  became  cramped  for  want  of  space  in  the  gallery 
assigned  to  it,  so,  pending  the  necessary  arrangements  for  suitable  quarters,  it  was 
transferred  to  M.  Laillers  department.  As  he  was  anxious  that  foreign  medical  men 
who  came  to  Paris  to  see  the  Exhibition  should  have  better  opportunities  for  studying 
these  models,  he  provided  accommodation  in  one  of  the  rooms  on  the  first  floor  of  the 
“ Pavilion  Bazin”  in  1878.  Finally,  in  1881,  M.  Quentin,  the  Director  of  Public  Aid, 
carried  through  a scheme  of  building  on  a large  scale,  so  that  the  ground  floor  might 
be  set  apart  for  the  out-patient  department,  whilst  the  first  floor  should  be  reserved 
for  the  Museum  and  its  accessories. 

The  work  begun  in  January,  1882,  was  finished  in  1884,  and  the  buildings  were 
taken  over  by  the  Administration  on  February  5th,  1885.  The  next  matters  for 
consideration  were  the  moving  of  the  collection  and  its  classification.  Here  again 
Dr.  Lailler,  who  always  kept  the  interests  of  the  Museum  at  heart,  was  ready  to 
undertake  the  organization  and  arrangement  of  the  collection.  After  consulting  with 
the  Medical  Staff  of  the  Hospital,  a purely  alphabetical  arrangement  of  the  models 
was  decided  upon.  This  classification  had  the  great  merit  of  avoiding  hasty  decisions 
as  to  the  nature  of  certain  affections,  which  a methodical  arrangement  would  have 
tended  to  foster,  and  it  allowed  the  easy  arrangement  of  fresh  models  in  the  order  of 
their  production.  Dr.  Lailler  continued  his  work  till  the  end  of  the  year  1887,  when  he 
retired  from  the  staff.  It  was  then  that  we  took  up  the  work  which  he  had  initiated. 
We  had  been  entrusted  with  the  care  of  the  medical  library  attached  to  the  Museum 
since  the  year  1886.  In  the  year  of  the  Exhibition,  1889,  we  undertook  a general 
revision  of  the  classification,  and  published  the  first  catalogue  of  reference,  which  was 
drawn  up  to  facilitate  research.  M.  Peyron,  the  Director-General  of  the  Administration, 
was  kind  enough  to  entrust  to  us  the  official  charge  of  the  Museum. 

o o 
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Besides  the  chief  collection  of  the  Museum,  of  which  we  have  already  spoken, 
the  models  being-  entirely  the  work  of  M.  Baretta,  the  Museum  also  contains : 

A collection  of  models  illustrating  venereal  diseases,  which  belong  to  Professor 
Fournier,  some  of  which  have  been  made  at  the  Hospital  Lourcine  by  M.  Jumelin ; 
the  private  collection,  specially  rich  in  surgical  subjects,  belonging  to  M.  Pean,  formerly 
Surgeon  to  the  Saint  Louis  Hospital ; several  models  of  cases  of  infantile  syphilis, 
executed  by  the  late  regretted  Professor  Parrot.  Finally,  besides  the  first  drawings 
that  were  made  for  Devergie  and  Bazin,  which  formed  the  nucleus  of  the  Museum, 
the  library  possesses  numerous  drawings,  photographs,  water  colours,  and  oil  paintings, 
which  give  completeness  to  the  whole  collection. 

But  it  is  M.  Baretta’s  models,  so  surprisingly  true  to  life  and  so  exquisite  in 
technique,  which  constitute  the  chief  features  of  interest  in  the  Museum,  and  which 
have  earned  him  a world-wide  reputation.  It  is  these  models  that  won  the  admiration 
of  the  members  of  the  first  International  Dermatoloo-ical  Cono-ress,  which  was  held 
in  this  very  room  of  the  Museum  in  1889 ; these  it  is  which,  when  placed  side  by  side 
with  work  of  a like  kind  executed  abroad,  notably  in  Austria,  gained  a brilliant  success 
at  the  Congress  of  1892,  held  in  Vienna.  We  can  well,  then,  understand  that  several 
hospitals  and  universities  have  been  anxious  to  possess  some  of  the  models  in  our 
Museum,  and  in  fact,  M.  Baretta  has  sent  copies  of  his  models  to  various  parts  of  the 
world;  but  the  privilege  of  acquiring  these  models  is  not  within  the  reach  of  everyone. 

To  reproduce  the  contents  of  the  Museum  in  an  atlas,  in  the  perfection  of  which 
the  various  forms  of  colour-printing  are  now  capable,  and  thus  to  render  this  unrivalled 
collection  accessible  to  all  interested  in  the  study  of  cutaneous  and  syphilitic  diseases, 
was  indeed  a task  worthy  of  attracting  an  adventurous  publisher ; and  it  will  certainly 
fulfil  a desire  we  have  heard  frequently  expressed  by  visitors  to  the  Museum. 

The  beautiful  work  which  Messrs.  Rueff  & Co.,  of  Paris,  and  Mr.  F.  J.  Rebman  of 
London,  have  undertaken  to  publish,  with  the  sanction  of  the  Administration  of  Public 
Aid — to  whom  the  honour  belongs  of  having  created  and  supported  the  Museum  of 
Saint  Louis  Hospital — will  certainly  meet  with  a cordial  reception  from  students  and 
medical  practitioners.  In  this  work  they  will  find  faithful  copies  of  M.  Baretta’s  finest 
models,  together  with  a descriptive  text  furnished  by  the  physicians  at  whose  instigation 
the  models  have  been  made ; they  will  thus  become  the  possessors  of  the  finest  atlas 
that  has  been  hitherto  published  on  the  subjects  of  dermatology  and  syphilis. 

HENRI  FEULARD, 


Curator  of  the  Museum. 


IMP1**  l.FMRRCtBB 


RUEFF&C1-0,  Edileurs.  PARIS. 


LUPUS  VULGARIS  OF  THE  CENTRE  OF  THE  FACE. 


Willan’s  Lupus,  properly  called  Simple  Tuberculous  Lupus. — Lupus  vulgaris. 

Model  by  Baretta,  in  the  Museum  of  the  Saint  Louis  Hospital,  No.  963,  made  in  the  year  1884,  from 

a patient  under  the  care  of  M.  Ernest  Besnier. 


I. 

The  model  which  is  reproduced  in  this  photo-lithochrome  shows  us  a complete  type 
of  Willan’s  Lupus,  of  the  agminate  variety,  such  as  we  see  at  an  advanced  stage  of 
its  long  and  slow  evolution,  and  in  a condition  of  fresh  active  growth,  at  a variable 
period  after  having  undergone  mechanical  or  chemical  treatment. 

The  seat  of  the  lesions — the  centre  of  the  face — is  a favourite  place  of  attack ; the 
symmetrical  grouping  of  the  lesions  shows  the  part  taken  by  the  anatomo-topographical 
element  in  their  constitution.  To  analyze  them  accurately  we  must  compare  two 
parts,  one  being  peripheral,  the  other  central. 

A.  The  peripheral  part. — The  neoplastic  elements,  which  are  placed  side  by 
side,  cohering,  confluent,  or  isolated,  and  which  make  up  the  surrounding  zone  of  the 
lesion,  are  lupus  tubercles  (1,  2,  3,  4,  5,  6,  etc.),  and  belong  in  great  part  to  the  large 
and  prominent  variety,  being  from  one  to  three  millimeters  in  size ; but  they  are  more 
developed  in  surface  than  in  depth,  that  is  to  say,  they  are  superficial,  or  papulo- 
tubercles.  This  first  characteristic  of  proliferation  above  the  surface  is  noteworthy.  It 
guarantees  the  assurance  that  by  means  of  judicious  mechanical  treatment  we  can 
get  a flat  cicatrix,  without  either  disfiguring  ridges  or  depressions,  and  without  any 
real  mutilation  of  the  parts. 

The  predominant  colour  of  the  lupus  tubercles  in  the  case  we  have  reproduced  is 
nearly  typical — at  least,  as  far  as  the  possibilities  of  art  will  allow.  It  is  a dark 
coppery  red,  almost  livid,  with  a surface  that  shines  and  looks  as  if  it  had  been 
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polished,  and  with  a kind  of  gelatinous  transparency,  not  unlike  red  barley  sugar; 
this  last  characteristic,  which  is  of  great  importance  in  examining  a patient,  cannot 
be  seen  well  in  a photo-lithoehrome. 


1.  Lupus  tubercle  isolated,  ulcerated.  2,  3,  4.  Couflueut  tubercles,  raised  above  the  surface,  rounded  or  oval, 
flattened  or  elliptical.  5.  Tubercle  conical  in  shape,  almost  acuminate.  6.  Tubercle  raised  from  the  surface,  several 
millimeters  in  size.  7.  Violet-coloured  zone  surrounding  groups  of  tubercles.  8.  Tract  of  cicatricial  tissue 

separating  groups  of  tubercles.  9.  Zone  of  lupus  infiltration  without  nodules.  10,  10.  Lighter  coloured  zones  iu 
which  retrograde  cicatricial  tissue  is  in  greater  amount  than  lupus  infiltration.  11.  Ulcerations.  12.  Tubercles 
modified  by  mutual  contact.  13.  Tubercles  altered  in  shape  by  pressure  from  surrounding  diffuse  infiltration. 


Those  isolated  tubercles  which  have  developed  in  a hitherto  unimpaired  skin, 
and  whose  intradermic  portion  is  not  enclosed  in  a patch  of  diffuse  lupic  infiltration, 
are  distinctly  rounded  in  form  (1,4,  5),  but  this  is  in  great  part  modified  by  a variety 
of  conditions,  especially  by  contact  (12),  or  by  fusion  (2,  3),  or  by  inclusion  of  the 
base  by  diffuse  infiltration  (13,  13),  etc.  We  rarely  see  the  summits  of  tubercles 
remaining  either  acuminate  or  spherical  (5) ; the  majority  of  them  have  a fiat 
surface,  plano-convex,  plano-concave,  either  regularly  or  irregularly  umbilicated,  with 
a o'cneral  tendency  to  excavation  from  the  centre  to  the  periphery — features  which 
can  be  studied  in  the  model  by  the  help  of  a lens— according  to  the  position  of 
those  parts  which  are  most  fully  matured. 
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The  surface  of  the  tubercles  in  this  case,  as  in  most  cases,  is  soft,  and  free  from 
exfoliation  or  exudation,  with  the  exception  of  a conglomerate  mass  situated  on  the 
left  upper  lip  (11),  which  presents  a flat  ulcer  with  a yellow  diphtheritic-looking 
surface. 

The  size  of  the  isolated,  primary  tubercles  is  inconsiderable,  that  of  a millet 
seed.  There  is  a thick  crop  of  granulations,  which  can  be  seen  in  the  drawing,  in 
the  midst  of  the  nodules  and  conglomerate  masses,  which  represent  the  more  advanced 
morbid  process.  The  tubercles  do  not  exceed  the  size  of  a pin’s  head,  a very  small 
pea,  or  a grain  of  oats  (1,  4,  5).  If  they  are  of  this  size  or  larger,  they  are,  as  a 
rule,  not  primary  tubercles,  but  conglomerate  masses  (2,  3,  etc.),  some  of  which  show 
traces  of  their  mode  of  formation,  either  on  their  surface  or  at  their  periphery.  In  all 
cases  where  the  lesions  have  attained  these  dimensions,  a gentle  pressure  of  the  finger 
tip  enables  one  to  detect  on  the  living  subject  a feeling  of  sponginess  and  softness 
which  becomes  thoroughly  characteristic  when  the  tissues  are  torn,  scarified,  scraped, 
or  cauterized  with  a platinum  needle. 

The  confluence  of  primary  and  secondary  tubercles,  of  conglomerate  masses  and 
of  composite  foci  of  disease  is  so  great  that  only  here  and  there  some  very  small 
areas  on  the  face  can  be  seen,  which  are  free  from  disease.  In  some  parts,  chiefly 
between  the  little  islets  of  tissue  in  the  periphery,  the  skin  is  slightly  swollen  and 
somewhat  erythematous  with  a violet  tinge  (7-7).  The  swelling  is,  as  a rule,  always 
more  distinct  in  the  upper  lip,  giving  a thickness  of  outline  to  its  profile,  which 
can  only  be  well  seen  during  life  or  in  the  model.  In  all  parts  where  there  is 
marked  confluence  of  tuberculous  masses,  and  chiefly  in  the  upper  latero-nasal  part 
of  the  face,  it  is  not  sound  or  simply  erythematous  skin  which  forms  the  groundwork, 
but  a true  cicatricial  network,  the  remains  of  past  phases  of  evolution  of  the  disease, 
either  spontaneous  in  origin,  or  the  result  of  treatment,  between  the  meshes  of  which 
tubercles  and  lupus  foci  emerge  into  sight. 

In  the  case  which  is  shown  in  our  plioto-lithoclirome,  as  in  nearly  all  examples  of 
Will an’s  lupus,  the  anatomical  situation  of  the  lesions,  their  symmetrical  arrangement 
their  geographical  grouping  in  the  shape  of  an  irregular  archipelago,  their  multiformity, 
their  consistence,  their  colour,  and  the  state  of  the  subjacent  dermic  tissue,  enable 
one,  at  a glance,  and  on  purely  objective  grounds,  to  differentiate  lupus  tubercles  from 
all  other  tubercles,  especially  those  of  leprosy  or  of  syphilis. 

But  we  must  hasten  to  add  that  not  one  of  these  characters  taken  alone  is 
pathognomonic,  and  that  at  times  we  meet  with  tubercles  of  leprosy  and  of  syphilis  so 
similar,  when  taken  individually,  that  there  are  cases  which  would  puzzle  even  the 
most  accomplished  dermatologist,  if  lie  based  his  diagnosis  on  simple  inspection  of 
the  part. 


8 


THE  MUSEUM  OF  THE  SAIXT  LOUIS  HOSPITAL. 


B.  Centra]  portion. — The  central  portion  of  the  disease  which  is  distributed 
over  the  margin  of  the  nostrils,  the  under  surface  of  the  septum  narium,  the  lobule 
and  a small  portion  of  the  bridge  of  the  nose,  shows  no  sign  of  anything  strictly- 
speaking  tubercular.  It  is  of  a livid,  red  hue,  marbled  with  islets  of  a lighter 
tint,  in  which  retrogressive  tissue  is  more  abundant  than  lupus  infiltration  (10,  10). 
Its  surface  is  smooth  and  shining,  as  though  it  had  been  varnished.  It  is  an 
infiltrated,  diffuse,  secondary  layer  of  derma,  the  sequel  to  the  primary  retrograde, 
cicatricial  phase — a secondary  lupus  layer — with  atrophic  retraction,  destruction  of  a 
large  portion  of  the  nasal  border,  chiefly  on  the  right  side,  and  double  atresia  of  the 
nostrils,  also  most  marked  on  the  right  side. 

This  detailed  clinical  analysis,  this  “inventory"  of  the  actual  state  of  the 
lesions,  is  not  merely  of  scientific  interest;  it  is  in  the  highest  degree  of  practical 
interest  to  the  dermatologist  who  undertakes  the  treatment  of  such  a case.  It  is 
the  duty  of  the  teacher  to  inform  his  pupils,  and  of  the  physician  to  inform  the 
patient  or  his  friends  in  every  case,  of  the  exact  measure  of  irremedial  deformity 
and  destruction  that  has  already  taken  place.  In  the  present  case  we  took  care  to 
point  out  to  the  patient’s  friends  that  a portion  of  the  alee  nasi  had  been  already 
destroyed,  that  the  septum  was  reduced  to  a mere  stump,  and  that  the  nostrils 
were  greatly  shrunken.  For  lack  of  this  precaution,  the  medical  man  in  charge  of 
such  a case  may  afterwards  be  blamed  for  having  caused  by  his  treatment  some  of  the 
disfigurement  due  to  the  disease  itself. 


II. 

History  of  the  Case  represented. 

The  model  of  which  a photo-lithochrome  is  here  given  was  made  in  1884,  by 
Baretta,  from  a young  woman,  twenty-five  years  of  age,  whose  clinical  history  was 
not  of  sufficient  interest  to  warrant  the  details  being  preserved  for  a long  time. 

It  will  suffice  to  state  the  fact  here,  in  order  to  utilize  the  photo-lithochrome, 
that  the  lupus  made  its  first  appearance  some  ten  or  eleven  years  ago,  in  the  naso- 
labial region,  where  retrograde  lesions  are  now  most  advanced. 

The  late  Ollivier  first  applied  mechanical  treatment  to  it  in  1*881,  seven  or 
eight  years  after  its  appearance.  This  consisted  of  repeated  linear  scarifications — 
the  crossed  scarifications  of  Balm  anno  Squire,  Vidal,  and  others — the  result  of  this* 
treatment,  after  some  months,  being  an  incomplete  cure,  with  which,  however,  the 
patient  was  very  well  satisfied. 

As  usual,  the  lupus  process,  though  delayed  in  its  course,  was  not  long  in 
resuming  its  slow  but  unceasing  activity,  and  within  three  years  after  treatment  the 
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disease  had  assumed  the  extensive  characters  shown  in  the  photo-litliochrome.  This 
is  neither  an  exceptional  case  nor  is  it  a mishap ; it  is  the  rule,  to  which  there 
are  but  few  exceptions. 

Scarification  or  scraping1,  although  a valuable  and  brilliant  therapeutic  measure, 
is  not  a real  method  of  treating  lupus,  but  is  a surgical  procedure,  generally  quite 
powerless  in  putting  an  end  to  the  disease,  even  though  the  treatment  may  be 
carried  on  for  months  and  years. 

In  a case  like  the  one  which  is  figured  here,  the  following  line  of  treatment 
is  that  which  we  would  pursue  : all  the  tuberculous  masses  should  on  the  first 
occasion  undergo  a thorough  curetting  under  anaesthesia.  We  say  all  the 
tuberculous  masses  only,  because  it  would  not  be  of  much  use,  and  there  would  be 
obvious  drawbacks  in  submitting  the  nasal  septum,  the  atrophied  border  of  the 
nostrils,  and  the  lobule  to  a vigorous  scraping.  Indeed,  even  if  it  were  carried 
out  with  undue  force,  the  scraping  would  not  cause  great  destruction  of  the  normal 
dermic  tissue,  where  it  is  riddled  with  tubercles  and  lupus  foci ; but  it  would  be  a 
very  different  matter  for  the  tissues  of  the  lobule  and  edges  of  the  nostril,  and 
especially  of  the  septum,  which  are  affected  by  diffuse  retrograde  changes,  a state 
of  affairs  which  calls  for  further  timely  interference  by  the  surgeon.  It  is  needless 
to  add  that  both  operations  and  dressings  should  be  carried  out  with  antiseptic 
precautions. 

At  a later  date,  when  cicatrization  has  taken  place,  it  would  be  advisable  to 
tear  up  the  parts  freely  with  the  needle,  or  give  them  a thorough  deep  scraping 
with  the  fine  curette,  or  apply  caustics.  The  parts  which  are  most  suitable  for 
treatment  by  scarification,  in  the  true  sense  of  the  word,  are  the  central  part  of 
the  disease,  the  lobule  of  the  nose,  the  nostrils,  and  the  septum. 

Lastly,  a few  applications  of  the  galvano-cautery,  by  the  method  known  as 
“ interstitial  puncture,”  would  bring  about  a cure  which  might  be  considered  as 
complete  as  results  in  cases  of  this  kind  ever  are,  with  a white  and  decidedly  smooth 
cicatrix. 

The  patient  whose  case  is  figured  here  gave  up  treatment  before  it  was  fully 
carried  out,  as  on  the  first  occasion.  But  in  other  parts  of  this  Atlas  we  shall 
have  occasion  to  give  examples  of  the  remarkably  good  cicatrices  which  can  be  obtained 
in  the  treatment  of  lupus,  several  types  of  which  may  be  seen  in  the  Museum  of 
the  Saint  Louis  Hospital. 
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DERMATITIS  HERPETIFORMIS  (DUIIRING). 


Model  by  Baretta,  in  tlie  Museum  of  the  Saint  Louis  Hospital,  No.  1333,  made  in  the  year  1888,  from 

a patient  under  the  care  of  M.  Tenneson. 


The  photo-lithochrome,  which  accompanies  the  text,  shows  the  right  hand  and  wrist 
of  a man  suffering  from  a rare  form  of  Dermatitis  herpetiformis. 

In  this  patient  the  general  appearance  was  that  of  a large  burn  of  the  second 
degree,  presenting  bright  redness,  marked  and  wide-spread  inflammation  of  the 
derma  and  hypodermic  tissues,  and  large,  flaccid,  irregular,  scattered  bullae  covering 
the  greater  part  of  the  reddened  surface. 

The  liquid  contained  in  these  bullae  very  soon  became  purulent ; when  they  broke 
they  laid  bare  a weeping  desquamated  epidermis,  but  there  was  an  absence  of 
exfoliation  or  ulceration,  and  of  granulation. 

All  movements  and  all  contact  of  the  affected  parts  were  painful.  There  was 
deficient  excretion  of  urea,  as  is  usual  in  this  affection,  but  in  the  present  case  it  was 
only  slight,  and  there  was  no  albumen  in  the  urine. 

The  patient  left  the  hospital  after  several  months’  treatment,  cured  for  the  time 
being,  of  his  skin  affection. 

Now,  if  we  analyze  the  lesions  represented  in  the  plate  we  find — 

(a)  At  1,  1 a diffused  redness  with  dermic  and  hypodermic  infiltration,  which 
gradually  fades  away  on  the  back  of  the  hand  where  some  paler  isolated  zones  are 
visible  (2,  2). 

(b)  At  3,  3 irregular  bullae,  the  size  of  an  almond  or  of  a small  nut,  scattered  here 
and  there,  not  fully  distended  with  a purulent  liquid ; one  of  these  bullae,  more  flaccid 
and  shrivelled  than  the  rest  is  noticeable  for  the  folds  of  its  epidermic  covering, 
which,  by  transparency,  allows  the  subjacent  rete  mucosum  to  be  seen  (4). 

(c)  Three  smaller  bullae,  perfectly  regular  hemispheres,  completely  filled  with 
a purulent  fluid,  and  which  by  their  brilliancy  resemble  the  lustre  of  certain  pearls. 
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(d)  Pustules,  or  perhaps  to  speak  more  accurately,  little  purulent  bullae  scattered 


1,  1.  Diffuse  hyperaemia  with  infiltration  of  tlie  derma.  2,  2.  Paler  isolated  zones.  3,  3.  Large  bullae 
moderately  distended  with  purulent  fluid.  4,  4.  Rete  mucosum  visible  beneath  the  epidermic  cover  of  a flaccid 
bulla.  5,  5,  5.  Hemispherical  bullae  greatly  distended.  6,  6,  6.  Pustules.  7,  7,  7.  Papules  with  sanguineous  crusts. 
8,  8.  Bullae  which  have  discharged  their  contents  and  are  shrunken.  9,  9.  Pustules  that  have  not  quite  dried  up. 

here  and  there,  whose  presence  bears  witness  to  the  obviously  multiform  character  of 
the  lesions  (6,  6,  6). 

(e)  Papules  with  blood  crusts  (7,  7,  7). 
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(/)  Bullae  emptied  of  tlieir  contents,  and  only  recognisable  by  tlieir  epidermic 
covering  which  remains  dried  up  and  shrivelled  (8,  8). 

(g)  Pustules  incompletely  dried  up,  the  centres  of  which  only  have  been  trans- 
formed into  crusts  (9,  9). 

This  variety  of  Dermatitis  herpetiformis  claims  a special  description.  Its  general 
appearance  differs  notably  from  that  of  other  kinds — 

1.  From  Dermatitis  herpetiformis  with  small  bullets,  the  size  of  a millet  seed,  which 
are  grouped  together  on  little  congested  areas  of  a bright  red  colour,  arranged  in 
incomplete  circles,  which  here  and  there,  by  tlieir  intersection,  form  multicircinate 
figures.  The  smaller  bullae  on  their  subsidence  leave  a finely  stratified  desquamation. 
This  is  Pemphigus  pruriginosus  with  small  bullae,  the  Pemphigus  circinatus  miliaris 
of  Willan  and  his  school. 

2.  From  the  Dermatitis  herpetiformis  with  papules  and  bullce  of  various  sizes,  where 
large  bullae  are  met  with,  the  size  of  a pin’s  head,  a pea,  or  a nut.  These  are  tense 
and  transparent  so  long  as  they  are  not  invaded  by  pyogenic  organisms.  Some  make 
their  appearance  on  healthy  skin,  others  on  congested  patches  with  a well-defined 
border.  There  may  be  in  addition  raised  congested  surfaces  without  any  bulke. 

In  the  case  illustrated  there  was  no  difficulty  in  making  a diagnosis. 

True  Pemphigus , as  described  by  E.  Besnier,  was  out  of  the  question.  In  this 
skin  affection  the  bulke  from  the  very  first  appear  on  a healthy  skin ; the  mucous 
membranes  are  affected  at  an  early  date  (mouth,  lips,  pharynx,  vulva) ; at  the  same 
time  the  anterior  part  of  the  thorax  is  attacked,  and  the  eruption  then  spreads  to 
other  parts ; when  they  break  the  bulke  lay  bare  a red,  weeping,  abraded  epidermis, 
which  afterwards  ulcerates.  Some  of  these  ulcers  quickly  cicatrize,  whilst  others,  to 
which  the  very  same  dressing  has  been  applied,  extend  in  surface  and  in  depth ; others 
granulate  and  develop  vegetations.  In  a case  of  true  Pemphigus  the  general  health 
may  at  first  be  excellent,  but  soon  the  patient’s  temperature  rises,  his  strength  fails,  his 
appetite  is  lost  and  death  takes  place  within  six  months  to  a year,  at  the  most,  from 
the  outset  of  the  affection. 

There  are  some  grave  cases  of  Erythema  multiforme  bullosum  which  resemble  the 
form  of  Dermatitis  herpetiformis  represented  in  the  plate  so  closely,  that  the  sole  clue 
to  diagnosis  is  given  us  by  the  duration  of  the  disease.  However,  when  scratch  marks 
are  present  between  the  bulke,  as  shown  by  pigmentation,  blood  crusts,  &c.,  and  when 
these  scratch  marks  are  not  due  to  the  presence  of  parasites,  one  can,  without 
hesitation,  dismiss  the  idea  of  Erythema  multiforme,  and  give  a diagnosis  of 
Duliring’s  disease. 

The  treatment  adopted,  which  was  successful  in  this  case  (even  if  it  be  merely 
temporary)  was  as  follows  : 1 mike  were  opened ; moist,  soothing,  antiseptic  dressings 
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(boiled  water  by  preference),  were  applied  and  warm  baths,  which  are  generally  well 
borne  by  the  patient,  and  which  give  great  relief,  were  administered.  The  patient 
was  put  on  milk  diet  for  the  first  few  weeks  of  treatment.  The  state  of  the  kidneys 
requires  careful  supervision.  We  should  also  be  cautious  in  using  internal  remedies, 
on  account  of  the  great  susceptibility  of  the  skin  to  drugs,  met  with  in  patients, 
suffering  from  this  affection. 

The  case,  in  all  its  details,  was  published  by  MM.  Tenneson  and  G-.  Lyon  in  the 
Annales  de  Dermatologie  et  de  Sypliiligraphie,  1888,  page  331.  The  patient  continued 
to  have  eruptive  attacks  till  the  end  of  1888.  When  seen  again  in  1889,  some  months 
after  his  discharge  from  hospital,  his  skin  was  healthy. 
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SYPHILITIC  CHANCRES  OF  THE  GENITALS  IN  WOMEN. 


The  various  specimens  from  our  Museum,  reproduced  in  this  fasciculus,  represent 
syphilitic  chancres  of  the  genitals  in  women  in  some  of  their  most  interesting-  and 
common  forms. 

I. — Model  No.  1214  (by  M.  Baretta)  represents  a type  of  vulvar  syphilitic  chancre 
of  both  sides,  occurring  in  its  most  classical  form. 

May  I,  as  an  introduction  to  my  subject,  be  permitted  to  recall  the  general 
characteristics  of  the  syphilitic  chancre  ? Whatever  its  seat,  these  characteristics  are 
expressed  in  the  six  following  attributes  : — 

1.  The  lesion  is  of  small  or  medium  extent — more  often  erosive  than  ulcerative, 
and  always  wel]  defined. 

2.  The  lesion  has  no  border — i.e.,  is  without  any  boundary  wall  at  its  periphery, 
and  most  particularly  without  any  abruptly  perpendicular  boundary  wall ; consequently 
it  is  a lesion  continuous  with,  and  without  projection  from,  the  surrounding  skin ; in 
other  words,  it  is  either  on  a level  with,  or  rises  with  a gradual  incline  from,  the 
healthy  integument  round  about  it. 

3.  The  lesion  has  a smooth,  level  surface ; so  much  so,  that  it  sometimes  looks  as 
if  it  were  polished  or  varnished. 

4.  The  lesion,  without  having  any  special  and  pathognomonic  colour,  is  neverthe- 
less, frequently  distinguished  by  two  well-recognized  tints ; the  greyish  diphtheroid 
colour,  called  rancicl  fat,  and  the  commoner  reddish  colour,  like  that  of  dissected 
muscle,  called  muscular  flesh  tint. 

5.  The  lesion  has  always,  as  its  basis  and  foundation,  an  infiltration  of  the  skin, 
more  or  less  marked,  neoplastic,  of  various  degrees  of  resistance  and  hardness,  which 
constitutes  the  different  forms  of  what  is  called  chancrous  induration. 

6.  Finally,  the  lesion  is  always  accompanied  by  secondary  adenopathy,  aphlegmasic 
in  character,  with  enlargement  of  lymphatic  glands,  usually  multiple,  and  offering  a 
peculiar  hardness  to  touch. 
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The  first  four  of  the  above  characteristics  are  objective , and  stamp  the  lesion  with 
what  is  called  its  special  physiognomy — the  physiognomy  of  the  chancre. 

These  four  characteristics  are  well  marked  in  the  subjoined  photo-litlioclirome,  which 
is  a reproduction  of  specimen  1214  in  our  Museum.  Note  particularly  in  this  figure, 

1.  The  circumscribed  character,  and  the  well-defined  boundary  of  the  two  lesions 
which  are  situated  upon  the  lower  extremity  of  both  labia  majora,  and  which  are 
true  syphilitic  chancres. 

2.  The  entire  absence  at  the  periphery  of  the  lesions,  of  any  sharp,  projecting  ridge, 
and  especially  of  any  perpendicularly  cut  rim.  Far  from  there  being  any  deep  groove, 
the  borders  of  both  these  chancres  are,  on  the  contrary,  united  to  the  peripheral  tissues 
by  a kind  of  small  hem,  which  projects  very  slightly,  and  is  well  shown  on  our  figure 
by  the  whitish  line,  about  one  millimetre  wide,  which  encircles  the  chancrous  lesion. 
It  may  be  incidentally  asked : “ What  is  this  hem,  this  whitish  projection  at  the 
circumference  ? ” It  only  indicates  the  point  where  the  subjacent  induration  becomes 
flush  with  the  chancrous  ulceration. 

I wish  to  draw  particular  attention  to  the  absence  of  a perpendicular  border  in 
this  type.  As  a fact,  syphilitic  chancres  are  never  characterized  by  the  celebrated 
perpendicular  edges  which  have  been  unduly  ascribed  to  them  by  observers  considerably 
before  our  time,  and  which  have  clung,  and  been  continually  ascribed,  to  them  as  a 
matter  of  tradition.  A syphilitic  chancre  is  never  separated  from  healthy  tissue  by  an 
abrupt  groove  at  right  angles  to  the  skin,  as  if  “ made  with  the  bistoury.”  I wish  to  lay 
stress  on  this  fact,  as  an  error  has  to  be  removed.  This  form  of  margin  is  not  to 
be  observed  in,  and  does  not  belong  to,  these  chancres.  It  exists,  on  the  contrary,  and 
distinguishes  ulcerations  of  other  types — viz.,  the  simple  chancre  and  gummatous 
ulcerations — and  is  so  marked  in  the  latter  as  to  be  almost  actually  characteristic. 

3.  Note  also  in  the  illustration  the  smooth  and  level  surface  of  both  chancrous 
lesions.  It  is  the  special  attribute,  as  we  know,  of  the  syphilitic  chancre  to  present 
an  even,  level,  smooth  surface — so  smooth,  in  some  cases,  that  it  becomes  glistening, 
as  if  polished ; it  might  even  be  said,  sometimes,  to  appear  as  if  coated  with  a brilliant 
varnish,  and  this  is  almost  the  case  in  the  figure. 

4.  But  observe  especially  the  colour  of  the  lesions.  It  is  a decided  reddish-brown. 
(It  was  a little  more  carmine  in  tint  previous  to  the  preparation  of  the  model.) 

The  colour  is  that  referred  to  by  me  long  ago  as  “muscular  flesh  tint,”  because 
it  corresponds  very  nearly  to  the  shade  of  a dissected  or  incised  muscle. 

The  syphilitic  chancre  frequently  assumes  this  colour.  It  is  true  it  is  not 
absolutely  pathognomonic,  and  may  be  assumed  by  various  lesions,  even  by  some 
which  are  non-sypliilitic.  But  it  is  none  the  less  true  (1)  that  it  is  more  often  an 
appanage  of  the  syphilitic  chancre  than  of  any  other  lesion,  and  (2)  that  it  is  sometimes 
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so  marked  in  the  syphilitic  chancre  as  to  become  almost  diagnostic  of  the  nature 
of  the  disorder. 

The  muscular  flesh”  tint  may,  therefore,  occasionally  constitute  an  important 
objective  element  in  the  diagnosis  of  the  syphilitic  chancre.  At  all  events,  we  have 
in  it  one  of  the  best  objective  indications,  which  strikes  the  eye  at  a first  glance, 
awakening  a suspicion  of  specific  chancre,  and  leading  to  further  investigations  in 
that  direction. 

II. — Model  No.  308  (prepared  by  M.  Baretta)  represents  a lesion  of  the  same 
nature,  and  is  very  similar  in  appearance. 

Here  we  have  two  chancres  in  juxtaposition,  situated  upon  the  left  labium  majus. 
But  in  this  case  the  chancres  are  very  unequal.  The  lower  one  is,  at  the  most,  of 


No.  308. 


medium  size,  or  indeed  almost  small.  The  upper,  on  the  contrary,  is  well  developed, 
measuring  exactly  three  centimetres  in  its  vertical,  and  seventeen  millimetres  in  its 
transverse,  diameter. 

Two  peculiarities  should  be  noted  : — 

1.  The  large  chancre  is  remarkable  because  it  forms  a mathematically  level  and 
smooth,  raised  plane  or  plateau.  Its  surface  is  as  perfectly  level  and  smooth  as  is  that 
of  an  anatomical  section  performed  on  healthy  or  morbid  tissue  with  a well-sharpened 
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knife.  Here,  again,  the  level,  smooth,  even  surface  is  met  with  in  an  extreme  and 
even  exaggerated  degree,  a feature  indicated  just  now  as  one  of  the  ordinary 
characteristics  of  the  syphilitic  chancre. 

2.  Further,  it  is  a specimen  of  a bi-coloured  chancre.  Its  surface  is  roughly 
divided  into  two  parts  : an  outer  zone,  three  millimetres  in  width,  and  a much  more 
extensive  central  zone.  The  former  serves,  in  some  respects,  as  a frame  for  the  latter. 
These  two  zones  differ  widely  in  colour ; the  exterior  is  of  a dirty  yellowish- white 
hue,  rather  resembling  that  of  “rancid  fat.”  The  central  portion,  on  the  other  hand, 
of  a dark  brown  tint,  stippled  here  and  there  with  a few  spots  of  a more  decided  red, 
shows  up  against  the  outer  zone. 

This  two-fold  colouring  is  slightly  indicated  in  the  lower  chancre. 

The  induration  of  these  two  chancres,  more  particularly  of  the  upper  one,  is 

suggested  and  even 
seen  in  the  specimen, 
just  as  it  was  per- 
ceptible to  the  finger 
in  the  living  subject ; 
and  that  by  reason  of 
the  abrupt  angular 
relief  which  the 
contour  of  the  lesion 
exhibits. 


III.  Model  No. 
73  (prepared  by  M. 
Jumelin,  and  forming 
part  of  my  own  private 
collection)  is  a mar- 
vellous type  of  what 
is  called  the  cupuli- 
form,  or  cup-shaped 
chancre. 

This  is  the  most 
common  ulcerative 
form  of  the  syphilitic 
chancre.  Its  charac- 
teristics are  : a hol- 
lowed, excavated 
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ulceration,  scooped  out  in  the  form  of  a drinking  cup,  or  cupula.  The  margin  generally 
stands  out  in  sharp  relief,  like  a prominent  ridge,  from  two  to  three  millimetres  in 
height.  The  ulceration  begins  on  the  summit  of  this  ridge,  and  directly  descends 
over  the  more  or  less  oblique  sloping  surface  towards  the  centre  of  the  lesion.  The 
result  is,  that  the  base  of  this  concave  ulceration  lies  at  least  several  millimetres 
below  the  level  of  the  healthy  tissues. 

This  chancre — a kind  of  small  crater — is  more  or  less  hollowed  out,  as  the  case 
may  be.  In  our  patient  the  base  of  the  ulceration  was  from  four  to  five  millimetres 
below  the  level  of  the  healthy  skin. 

Judging  only  from  the  great  depth  of  their  base,  chancres  of  this  nature  ought 
necessarily  to  leave  behind  them  losses  of  substance  and  cicatrices  great  in  proportion. 
But  it  is  not  so  ; at  least  it  is  not  so  in  the  great  majority  of  cases.  On  the  contrary, 
these  chancres  are  almost  always  followed  by  very  slight,  shallow  scars,  sometimes 
even  scarcely  apparent.  Unquestionably  a paradox,  but  accurately  true,  and  capable 
of  explanation  by  the  following  excellent  reasons : — The  chancres  in  question  which 
appear  to  deeply  invade  and  to  “ gnaw  ” into  the  tissues,  in  reality  only  invade  and 
“gnaw’’  into  their  own  substance.  They  are  autophagous , and  their  ulceration  takes 
place  at  the  expense  of  their  own  pathological  neoplasm,  not  of  that  of  the  surrounding 
healthy  parts.  So  that,  when  recovery  takes  place,  cicatrization  occurs  without  loss 
of  sn Instance  and  without  perceptible  destruction  of  the  true  skin. 

As  a matter  of  fact,  in  the  case  here  represented  the  scar  was  quite  superficial. 

IV. — Model  No.  502  (General  Collection),  by  M.  Baretta,  is  a specimen  of  the 
u flat  papular  syphilitic  chancre, ” or  what  used  to  be  called  a chancre  “ transformed  into 
a mucous  patch.” 

The  specimen  shows,  at  the  lower  end  of  the  right  labium  majus,  a small  lesion, 
accurately  circular  in  outline,  the  size  of  a twenty  centimes  piece,  slightly  projecting 
and  convex,  in  shape  and  proportion  very  like  the  common  lozenge  of  confectioners, 
slightly  eroded  on  the  surface,  and  of  a delicate,  yellowish-pink  hue. 

Most  medical  men  seeing  this  lesion  at  the  stage  at  which  it  is  shown  would 
consider  the  diagnosis  at  least  easy,  if  not  obvious,  viz.,  “ condyloma  latum  papulosum,” 
“mucous  tubercle,”  “ papulo-erosive  syphilide,”  etc. 

And  in  truth,  this  lesion  resembles  in  every  respect,  even  to  absolute  objective 
identity,  the  so-called  “ papulo-erosive  secondary  syphilide .” 

Yet  it  was  only  the  final  phase  of  a chancre  of  the  vulva,  the  typical  chancre 
which  we  have  seen  develop  with  its  usual  properties,  and  which,  at  a given  moment 
of  its  development,  progressively  became  prominent,  hypertrophied,  altered  in  colour, 
etc.,  so  as  to  assume  in  a few  days  all  the  appearances  of  a secondary  tubercle. 
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Knowing  its  previous  history,  and  in  view  of  the  still  appreciable  induration  and 
the  persistent  secondary  gland  implication,  we  could  not  regard  this  as  other  than  a 
chancre,  in  spite  of  its  apparent  metamorphosis.  Only  now  it  was  a chancre,  modified 
in  appearance,  and  meriting,  by  reason  of  its  new  physiognomy,  the  epithet  of  “papulose 
chancre 

In  the  present  state  of  science  only  a very  subordinate  interest  is  attached  to  the 
supervention  of  a modification  of  this  kind  in  the  appearance  of  a chancre;  it  is 
an  interesting  coincidence  in  the 
objective  development  of  a chancre, 
nothing  more.  It  was  widely  different 
formerly,  and  there  was  a time  when 
this  transformation — this  “ metamor- 
phosis in  situ  ” of  a chancre  into  a 
u condyloma  latum  ” (as  it  was  called) 

— was  regarded  as  a most  remark- 
able pathological  phenomenon,  of 
major  interest  and  importance. 

At  that  time  the  chancre  was 
considered  as  the  only  contagious 
and  inoculable  symptom  of  syphilis. 

With  such  ideas  in  vogue,  a chancre, 
changing  into  a condyloma  ledum , 
divested  itself  of  its  fundamental 


characters  of  contagiousness  and 


No.  502. 


inoculability,  became  a “ constitu- 
tional ” symptom,  and  fell  to  the  grade  of  a non- transmissible  and  inoffensive 
manifestation.  # 

Our  predecessors  regarded  the  process  as  a natural  transformation,  or  “ meta- 
morphosis,” in  the  essential  attributes  of  the  lesion,  and  this  word  really  conveyed  no 
exaggeration  in  meaning,  as  they  believed  that  the  objective  alteration  in  appearance 
accurately  corresponded  to  an  absolute  modification  in  the  primary  and  essential 
characters  of  the  lesion. 

This  ancient  doctrine  is  now  merely  of  historic  interest,  and  I shall  not  stay  to 
refute  it.  From  advances  in  science  we  know  now  and  know  well,  that  the  papular 
chancre,  whilst  assuming  the  appearance  of  a mucous  papule,  is  none  the  less,  in  spite 
of  its  apparent  modification,  a true  chancre,  like  any  other  chancre,  and  contagious 
as  any  other,  etc.  The  change  in  aspect  that  it  undergoes  as  it  hypertrophies  and 
becomes  papular  is,  on  the  whole,  but  a mere  detail  of  objective  symptomatology ; it 
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is  of  no  important  significance,  and  especially  has  no  influence  on  the  essential  nature 
of  the  lesion  itself. 

From  quite  a different  point  of  view  it  may  be  interesting  to  recall  the  fact  that 
this  same  papular  chancre  formed  the  basis  of  a scientific  doctrine,  which  had  its  day, 
viz.,  the  doctrine  of  primary  condyloma  latum,  that  is  to  say,  of  the  condyloma  latum 
forming  the  exordium,  or  initial  manifestation  of  syphilis. 

Certain  writers,  in  fact,  noticing  with  perfect  accuracy  the  apparently  initial 
symptom  of  syphilis  in  the  form  of  a papulo-erosive  lesion,  have  reasoned  as  follows: — 

“ The  first  symptom  of  syphilitic  contagion  sometimes  assumes  the  form  of  a 
well-defined  lesion,  with  an  eroded  surface,  raised  above  the  general  surface,  papidose, 
of  a roseate  hue  and  absolutely  identical  in  appearance  with  erosive  papules  of  the 
secondary  stage.  It  is  impossible  to  distinguish  by  objective  appearances  such  a 
symptom  from  secondary  erosive  papules;  therefore  (1)  this  symptom  is  a secondary 
papule ; (2)  syphilis  may  originate  in  manifestation  of  secondary  nature.” 

The  radical,  albeit  latent,  defect  of  this  argument  is,  however,  apparent  and 
consists  in  arbitrarily  accepting  the  objective  characters  of  a lesion  as  a positive  criterion 
of  its  essential  nature.  “ In  short,”  they  say,  “ such  a lesion  assumes  the  ordinary 
papular  appearance  of  the  condyloma  latum  ; therefore,  it  is  a condyloma  latum .”  But 
experience  has  taught  how  needful  it  is  to  discount  the  asserted  value  of  objective 
signs  in  dealing  with  the  elements  of  differential  diagnosis  of  one  disease  with  another, 
and  more  especially  with  regard  to  the  elements  of  diagnosis  between  the  different 
symptoms  of  the  same  malady.  They  are,  after  all,  but  subordinate  elements,  unreli- 
able, and  full  of  error. 

In  the  case  before  us,  if,  instead  of  sticking  to  a simple  objective  appearance  as 
the  basis  of  their  argument,  the  partisans  of  the  “ primary  condyloma  latum  ” doctrine 
had  thoroughly  analyzed  the  facts  they  fancied  they  could  produce  in  its  favour,  and 
had  taken  into  consideration  the  numerous  data  to  be  deduced  therefrom,  they  would 
have  been  led  to  quite  different  conclusions,  viz. : 

1.  They  would,  in  the  first  place,  have  recognized,  in  their  supposed  primary 
condyloma  latum , two  features  which,  par  excellence,  proclaim  the  chancre,  and  have 
nothing  to  do  with  condyloma  latum,  i.e. : 

On  the  one  hand,  the  induration  of  the  base,  which  is  no  more  absent  in  the 
u papular  chancre ” than  in  any  other  variety  of  the  syphilitic  chancre;  and,  on  the 
other  hand,  the  secondary  adenopathy,  which  is  still  less  likely  to  be  wanting. 

2.  In  addition  they  would  have  recognized,  in  taking  into  consideration  the 
principles  of  development,  that 

(a)  Their  so-called  primary  condyloma  latum  only  appeared  from  three  to  four 
weeks  after  contagion — a characteristic  feature  of  the  true  chancre ; 
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(b)  That  it  persisted  for  a period  of  from  six  to  seven  weeks  as  the  sole  and  unique 
manifestation  of  the  infection — again,  a characteristic  feature  of  the  true  chancre,  and 
not  of  condyloma  latum. 

(c)  That  it  was  followed,  at  an  interval  of  from  six  to  seven  weeks  after  its  appear- 
ance, by  what  are  called  “ secondary  manifestations  ” — a characteristic  feature  of  the 
true  chancre,  and  not  of  condyloma  latum , etc.,  etc. 

In  short,  in  view  of  all  these  considerations  and  evidence,  much  more  positive  and 
convincing  than  any  mere  objective  sign,  they  would  have  been  led  to  deny  and  to 
repudiate  as  a mucous  patch,  their  so-called  “ primary  condyloma  latum,”  and  to  make 
of  it  what  it  really  is  and  only  can  be,  viz.,  a papular  chancre,  i.e.,  in  a word,  a chancre, 
with  a mere  apparent  alteration  in  appearance,  which  causes  it  to  simulate  a secondary 
papule. 

This  is  now  generally  recognized,  and  it  would  be  superfluous  to  insist  further 
upon  it.  I will,  therefore,  only  say  in  conclusion,  that  a chancre  may  resemble  a 
condyloma  latum  without  being1  one,  and  that  a papular  chancre  in  particular  some- 
times approaches  a secondary  papule  as  nearly  as  possible  as  far  as  objective  appearances 
and  general  physiognomy  are  concerned,  without,  for  all  that,  ceasing  to  be  a chancre. 

In  fact,  the  essential  characteristic  of  the  syphilitic  chancre  (as  I have  written 
elsewhere,  and  so  frequently  repeated)  is  not  this  or  that  objective  attribute,  this  or 
that  detail  of  external  symptomatology,  this  or  that  point  in  its  appearance.  Its 
characteristics  which  distinguish  it  better  and  with  much  greater  certainty  are  (1) 
it  is  the  derivative  of  a contagion,  and  the  product  of  that  contagion  at  the  spot  where 
it  came  into  action;  (2)  it  is  the  initial  expression,  the  preliminary  phenomenon  of  a 
specific  infection ; it  constitutes,  for  a period  of  at  least  six  to  seven  weeks,  the  sole 
symptom  by  which  the  infection  is  recognized  (I  do  not  include  bubo,  which  is,  in 
reality,  a mere  satellite  of  a chancre) ; (4)  finally,  it  is  followed  almost  invariably  after 
a lapse  of  six  to  seven  weeks  by  a characteristic  invasion  of  widely-different  but 
associated  quasi -generalized  symptoms,  which,  combined,  make  up  what  are  called 
secondary  spy7ntoms . 

V. — Finally,  model  No.  190  (prepared  by  M.  Jumelin)  is  another  fine  example 
of  the  papular  chancre  to  which  the  foregoing  remarks  have  been  relative. 

On  the  upper  third  of  the  right  labium  majus  is  seen  a moderately  large,  perfectly 
oval  chancre,  which  measures  two  centimetres  in  its  vertical,  and  one  and  a half 
centimetres  in  its  horizontal,  diameter. 

This  chancre  projects  markedly  from  the  vulva  about  three  millimetres,  and  forms 
a smooth  plateau,  only  slightly  depressed  in  the  centre. 

Its  surface  is  of  a beautiful  red  colour,  and  recalls  the  muscular  flesh  tint  so 
frequent  in  syphilitic  chancre. 
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Notice  in  addition  a rather  curious  objective  peculiarity.  The  lesion  is  a typical 
example  of  what  is  known  as  the  petechial  chancre , and,  indeed,  its  surface  is  thickly 
studded  with  small  purpuric  spots  of  a very  marked  blood  red,  exactly  like  petechise 


No.  190. 


on  the  skin.  These  spots  (as  we  have  been  able  to  prove  on  some  of  our  patients)  are 
formed  by  little  haemorrhages,  by  true  miliary  apoplexies.  In  the  case  now  before  us, 
half  a dozen  can  be  counted  on  the  surface  of  the  lesion. 

I should  not  venture  to  affirm  that  this  petechial  appearance  is  peculiar  to  the 
true  syphilitic  chancre.  Nevertheless,  1 can  say  that  I have  never  met  with  it  except 
in  this  form  of  chancre,  and  that  I have  looked  for  it  in  vain  both  in  simple  chancre 
and  in  syphilitic  ulcerations  of  secondary  or  tertiary  nature. 


ALFRED  FOURNIER, 


V 


( 


PATCHY  PURPURIC  ERYTHEMA,  APPEARING  IN 

SUCCESSIVE  CROPS. 


Polymorphous  Erythema  (Haemorrhagic  variety).  Purpura  Hemorrhagica. 


Model  by  Baretta  in  the  Museum  of  the  Saint  Louis  Hospital,  No.  1068,  made  in  the  year  1888,  from  a 

patient  under  the  care  of  M.  Lailler. 


I. 

The  patient,  a woman  aged  twenty-seven,  was  admitted  into  tlie  Saint  Louis  Hospital 
on  June  27th,  1885,  under  the  late  Dr.  Lailler,  with  a history  of  “ swollen  legs  ” 
several  times  in  childhood,  while  three  years  previous  to  admission  she  had  an  attack 
similar  to  that  about  to  be  described. 

The  eruption  was  of  one  week’s  duration.  It  had  begun  on  the  legs  and 
subsequently  invaded  the  arms  and  trunk. 

The  condition  of  the  eruption  when  first  examined  was  as  follows*  : On  the 
right  arm,  especially  on  its  outer  side,  were  a great  number  of  spots  of  a bright  red, 
but  not  uniform,  colour.  On  closer  examination  more  deeply  coloured  points  could 
be  observed  to  stand  out  from  the  red  background.  The  spots  were  irregular  in 
outline,  but  many  were  crescentic,  some  semi-circular,  and  some  completely  circular. 
Digital  pressure  did  not  alter  their  colour,  and  some  of  them  evidently  stood  out 
clearly  in  sharp  relief ; these  projections  at  certain  points  absolutely  resembled  patches 
of  Urticaria.  On  the  forearm  "only  a few  disseminated  spots  were  present ; on  the 
back  of  the  hand  were  two  lesions  presenting  all  the  features  of  Bateman’s  Herpes  iris 
(Hydroa  simplex  of  Bazin,  erythematous  hydroa).  The  hypotlienar  eminence  was 

* The  notes  of  the  case  have  been  kindly  supplied  to  us  by  Dr.  Grilly,  of  Marseilles,  at  that  time  clinical 
clerk  to  Dr.  Lailler. 
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red  and  congested ; the  whole  limb  was  oedematous,  the  skin  tense,  and  the  local 
temperature  appreciably  elevated. 

On  the  left  arm  the  lesions  were  similar,  but  more  characteristic.  They  consisted 
of  large  plaques,  like  those  of  urticaria  but  of  purpuric  colour.  They  were  uniformly 
crescentic  or  semi-circular  in  outline,  and  were  scattered  in  large  numbers  from  the 
shoulder  to  the  elbow.  CEdema  was  less  marked  than  on  the  other  arm.  The  left 
hand,  like  the  right,  was  congested. 

On  the  trunk  the  lesions  were  best  marked  in  the  mammary  region ; the  patches 
were  not  so  clearly  delimitated  as  on  the  arms,  and  their  edges  were  diffuse  and  very 
extensive. 

On  the  lower  limbs  the  appearance  was  still  more  remarkable.  Here  the  eruption 
had  originated,  and  it  had  developed  in  successive  crops.  In  consequence  of  the 
more  or  less  advanced  stages  of  the  various  patches  of  eruption,  and  of  the  resulting 
changes  in  tints,  there  was  a motley  mixture  of  colours,  which  is  reproduced  in  the 
photo-lithochrome  from  a model  representing  the  appearance  of  the  right  thigh. 

On  the  skin  three  successive  crops  of  eruption  could  clearly  be  identified. 
The  oldest  was  indicated  by  pigmented  yellowish  spots,  with  a darker  narrow  border 


round  them ; the  second  consisted  of  purplish  spots,  mostly  circular ; but  neither  of 
these  projected  from  the  general  surface  of  the  skin.  The  third  and  most  recent 
crop,  which  was  really  the  least  distinct,  consisting  of  projecting  plaques  of  a bright 
red  colour,  but  lacking  in  definition  of  outline.  The  lower  limbs  were  both  oedematous. 


PATCHY  PURPURIC  ERYTHEMA,  APPEARING  IN  SUCCESSIVE  CROPS. 
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Moderately  high  fever,  prostration  and  rheumatoid  pains  accompanied  these  skin 
manifestations. 

The  course  pursued  by  the  disease  may  be  deduced  from  the  accompanying 
thermographic  tracing;  the  temperature,  which  fluctuated  at  about  38°  C.  during 
the  course  of  the  disease,  twice  rose  to  40°  C.  These  febrile  attacks  coincided  with 
the  new  crops  of  eruption,  which  were  almost  exclusively  confined  to  the  lower  limbs. 
From  June  26tli  to  July  25th,  the  date  of  her  discharge,  the  patient  had  fresh 
eruptions  almost  every  day  which,  however,  gradually  diminished  in  intensity. 

II. 

There  are  several  points  particularly  deserving  of  attention  in  this  remarkable 
case.  And  first,  might  it  not  with  as  much  justice  be  classified  among  the  Purpuras 
as  among  the  Erythemata  ? 

The  raised  character  of  many  of  the  eruptive  elements,  resembling  patches  of 
urticaria,  might  perhaps  suggest  what  has  sometimes  been  called  Purpura  urticans 
since  Willan’s  time ; but  Purpura  urticans  is  in  reality  only  a variety  of  urticaria 
complicated  by  cutaneous  haemorrhage,  and  not  a purpura.  Besides,  there  is  no  record 
of  itching  in  this  case,  which  is  always  a leading  symptom  of  urticaria.  The  case 
is  certainly  not  any  form  of  urticaria. 

It  is  more  difficult  and  delicate  to  draw  a distinction  between  this  disease  and 
that  form  of  purpura  commonly  known  as  Purpura  exanthemnatica  rheumatoides.  The 
pains  felt  in  the  various  articulations,  the  fever  and  depression,  the  development 
of  the  eruption  in  successive  crops,  its  polymorphism  (erythema,  urticarial  patches, 
haemorrhagic  spots),  its  frequent  circulate  arrangement,  its  symmetrical  distribution 
on  the  limbs,  and  preferably  on  the  legs,  are  all  symptoms  generally  present  in 
exanthematous  Purpura. 

But  we  must  bear  in  mind  that  these  same  symptoms  may  also  be  met  with  in 
polymorphous  Erythema ; moreover,  the  form  of  purpura  just  referred  to  “is  so  closely 
connected,  on  the  one  hand,  with  erythema,  and  on  the  other  with  purpura,  that  it 
may  be  indiscriminately  described  as  an  Erythema,  or  as  a Purpura,  and  be  as 
correctly  named  purpuric  erythema  as  erythematous  purpura.”  (E.  Besnier  and 
A.  Doyon,  Notes  de  la  traduction  du  traite  de  Kaposi , 2nd  Edition,  Yol.  I.,  p.  394.) 
Moreover,  the  notes  of  the  case  describe  in  several  places  the  existence  of  erythematous 
lesions,  especially  on  the  back  of  the  right  hand  two  cockade-like  eruptions  (Bateman’s 
Herpes  iris ) ; but  the  main  point  is  the  eruption,  the  articular  pains  being  insignificant 
and  such  as  may  be  met  with  in  many  cases  of  polymorphous  erythema.  M.  Lailler 
therefore  correctly  named  the  disease  purpuric  Erythema.  After  all,  it  is  only  a 
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variety  of  polymorphous  erythema  remarkable  for  the  amount  of  the  accompanying 
haemorrhage. 

The  etiology  of  these  erythemata  is  often  interesting.  In  this  case  the  cause  is, 
perhaps,  dubious  ; there  was  neither  over-exertion  nor  chill.  Perhaps  there  was  some 
slight  over-indulgence  in  drink.  It  is  well  to  remember  that  three  years  previously  the 
patient  had  had  a similar  attack,  but  the  tendency  to  relapse  is  often,  if  not  usually, 
one  of  the  usual  characteristics  of  the  erythemata. 

The  treatment  adopted  in  this  case  was  salicylate  of  soda  internally  in  doses  of 
two  to  three  grammes  per  diem.  It  appeared  to  act  beneficially  on  the  progress  of  the 
disease.  This  medicament,  recommended  by  many  authors,  more  or  less  influenced 
by  theoretical  ideas  on  the  rheumatoid  nature  of  erythema,  seems  to  be  especially 
indicated  when  the  eruption  is  accompanied  by  symptoms  of  arthropathy,  and  in 
any  case  is  preferable  to  iodide  of  potassium,  the  benefit  of  which  in  the  treatment 
of  polymorphous  erythema  seems  to  have  been  exaggerated.  Sulphate  of  quinine 
alone  or  in  combination,  as  M.  Brocq  suggests,  with  ergotin  and  a little  belladonna, 
as  vaso-motor  agents,  may  also  be  indicated  in  cases  of  extremely  abundant  eruption. 
But  the  majority  of  these  eruptions  run  a prescribed  course;  medication  has  only  a 
secondary  effect  on  their  development  and  duration.  It  is  rather  by  appropriate 
hygienic  surroundings  and  diet,  by  suppression  of  the  probably  inciting  causes  of 
disease,  and  by  attention  to  therapeutic  indications  of  the  previous  history  and  the 
constitution  of  the  patient,  that  the  physician  may  hope  to  exert  a beneficial  influence 
on  the  course  of  a polymorphous  erythema. 


HENRI  FEULARD. 
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IMP1*3  LEMERC1ER 


LUPUS  ERYTHEMATOSUS  OF  THE  FACE, 

OF  THE  ERYTHEMATO-FOLLIOULAR  VARIETY. 

Model  by  Baretta  in  tlie  Museum  of  the  Saint  Louis  Hospital,  No.  1561,  made  in  the  year  1890,  from  a 

patient  under  the  care  of  M.  Hallopeatt. 


The  photo-lithochrome  is  a typical  representation  of  this  variety  of  lupus.  The 
distribution  of  the  eruption  is  characteristic,  for  it  occupies  chiefly  the  bridge  of 
the  nose,  the  cheeks  and  the  ears,  thus  bearing  out  the  classical  resemblance  to  a 
butterfly  or  a bat.  There  are  also  some  patches  on  the  eyelids,  on  the  forehead  and 
on  the  temples.  Contrary  to  what  is  frequently  observed,  the  scalp  is  not  attacked, 
and  so  it  is  with  the  hands,  which  may  also  be  affected  by  the  disease. 

The  eruption  is  composed  of  discs,  either  isolated  or  confluent,  for  the  most  part 
circular ; their  diameter  varies  from  a few  millimeters  to  several  centimeters.  Their 
periphery,  generally  a little  raised,  is  of  a deeper  tint  than  their  centre,  and  this 
point  is  more  marked  now  than  it  was  when  the  model  was  made  by  M.  Baretta ; 
a slightly  erythematous  areola  surrounds  the  raised  margin  almost  everywhere.  The 
central  portion  of  each  disc  presents  red,  active  parts  and  atrophied  parts.  The  red 
parts  are  bright  in  colour,  slightly  raised,  and  covered  in  places  with  scales 
remarkable  for  their  delicacy,  their  small  size,  their  firm  adhesion  and  their 
distribution  around  the  sebaceous  orifices ; these  latter  are  mostly  dilated  and 
distended  by  horny  comedones. 

In  some  places  the  scales  are  thicker  and  chalky- looking ; their  whitish  colour 
contrasts  with  that  of  the  surrounding  red  parts. 

The  atrophied  parts  are  pale,  smooth  and  cicatricial  in  appearance.  The  patient 
complains  of  intense  and  constant  itching;  he  experiences  pain  on  the  slightest 
contact  with  the  patches.  The  disease  began  in  1883,  when  the  patient  was 
forty-five  years  of  age,  and  has  continued  to  spread  ever  since,  persistently 
although  very  slowly. 

M.  Besnier,  in  agreement  with  Mr.  Hutchinson,  has  long  striven  to  establish 
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Tuberculosis,  as  the  most  beautiful  instances  of  the  cure  of  erythematous  lupus  which 
we  have  ever  seen  have  occurred  in  consequence  of  attacks  of  erysipelas. 

We  are,  therefore,  of  the  opinion  that  a special,  isolated  ward  should  be  created  at 
the  iSaint  Louis  Hospital  where  this  method  of  treatment— which  is  also  applicable 
to  lupus  vulgaris — should  be  systematically  carried  out. 

Failing  this,  we  propose  to  employ  the  treatment  by  the  serum  of  tuberculous 
dogs  according  to  the  method  recently  - carried  out  with  success  in  cases  of  lupus 
vulgaris  by  MM.  A.  Broca  and  Charrin. 

The  tuberculosis  must  also  be  combated  by  appropriate  general  measures  without 
counting  upon  results  as  far  as  the  cutaneous  manifestations  are  concerned. 

H.  HALLOPEAU. 


[The  theory  of  the  tuberculous  origin  of  Lupus  Erythematosus,  although  advocated  with 
their  usual  ability  by  Mr.  Hutchinson  and  Mons.  Besnier — and  by  many  of  the  latter’s  pupils — 
has  not  received  general  acceptance.  It  appears  to  me  to  be  based  upon  purely  hypothetical 
arguments,  no  positive  fact  having  ever  been  adduced  in  its  favour  beyond  the  co-existence  of 
tuberculous  disease  in  other  organs  in  a certain  small  proportion  of  cases.  This,  as  well  as  the 
alleged  frequency  of  tuberculous  family  history  is  capable  of  ample  explanation  on  other 
grounds.  No  bacilli  have  ever  been  demonstrated  in  Lupus  Erythematosus,  and  inoculation 
experiments  have  invariably  been  followed  by  negative  results. 

The  occurrence  of  a typical  tuberculin  reaction  in  a case  of  Lupus  Erythematosus  is 
certainly  at  variance  with  my  own  and  general  experience,  and  may  perhaps,  in  this  case,  be 
accounted  for  by  the  presence  of  tuberculous  disease  in  the  lung.  The  fact  must  also  he  borne 
in  mind  that  other  morbid  tissues  other  than  tuberculous,  sometimes  react  markedly  to 
tuberculin. 

A good  summary  of  the  subject  may  he  found  in  the  reports  of  Malcolm  Morris  and 
Th.  Yeiel,  presented  to  the  Second  International  Congress  of  Dermatology  ( Verhandlungen, 
Wien,  1893,  page  336,  et  seq.;  and  British  Journal  of  Dermatology , 1892,  page  339) ; while 
further  reference  on  the  same  side  may  he  made  to  Radcliefe-Crocker  (“  Diseases  of  the 
Skin,”  second  edition,  page  488,  et  seq.),  and  Bowen  (“  A System  of  Qenito-urinary  Diseases ,” 
etc.,  edited  by  Prince  Morrow,  1895,  Part  III.,  Vol.  2,  page  553,  et  seq.)  See  also  Unna, 
“ Die  Uistopathologie  der  Hautlcrankheiten  ” (Berlin,  1894,  page  1100,  et  seq.),  for  a very 
pregnant  study  of  the  morbid  anatomy  of  the  disease  which  shows  nothing  akin  to  true  Lupus. 
He  advocates  the  discontinuance  of  the  name  Lupus  and  the  adoption  of  that  of  Ulerythema, 
as  indicating  its  erythematous  nature  on  the  one  hand,  and,  on  the  other,  its  tendency  to 
spontaneous  scarring.  This  nomenclature  I am  inclined  to  adopt. 

Besnier  gives  an  interesting  expose  of  his  views  in  his  valuable  annotations  on  the 
article  “ Lupus  Erythemateux  ” in  the  second  French  edition  of  Kaposi’s  Textbook  (Paris,  1891, 
page  250,  et  seq.). 

Finally,  although  the  method  of  treatment  of  Lupus  Erythematosus  by  the  injection  of 
the  toxin  of  erysipelas  has  not  yet  passed  the  experimental  stage,  it  appears  at  least  justifiable. 
I have,  however,  observed  two  cases  apparently  cured  by  accidentally  contracted  attacks  of 
erysipelas,  in  which  the  disease  soon  recurred. — J.  J.  Pringle„] 
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HYPERTROPHIC  ROSACEA  OF  THE  FOREHEAD. 


ACNEIFORM  FRONTAL  PACHYDERMATOUS. 
HYPERTROPHIC  OR  ELEPHANTIASIC  ROSACEA. 
ROSACEOUS  LEONTIASIS. 


Model  by  Baretta,  in  tlie  Museum  of  the  Saint  Louis  Hospital,  No.  1287,  made  in  the  year  1887,  from  a patient 

under  the  care  of  M.  Besnier. 


Evekyone  knows  the  hypertrophic  changes  which  the  different  forms  of  acne,  especially 
chronic  vascular  forms  ( Acne  Bosacea,  Gouperose),  bring  about  in  the  skin  of  the 
face,  especially  in  that  over  the  nose  and  the  nostrils  (Hypertrophic  or  Elephantiasic 
Nasal  Acne,  Bhinophyma),  but  a rarer  localisation  which  has  as  its  seat  of  election  the 
middle  and  lower  portion  of  the  forehead,  especially  in  the  glabella  or  intersuperciliary 
regions,  is  much  less  familiar,  in  which  the  hypertrophied  skin  forms  veritable 
convoluted  masses  separated  from  one  another,  either  by  the  normal  folds  of  the  skin 
somewhat  exaggerated,  or  by  grooves  having  between  them  raised  prominences  which 
press  upon  one  another  like  the  cerebral  convolutions  or  like  the  mosaics  of  certain 
diseases  of  the  tongue. 

This  rare  form  of  pacliy dermatosis  of  the  face  is  not  only  interesting  in  itself  to 
dermatologists,  but  deserves  to  be  pointed  out  from  the  practical  point  of  view,  for 
it  very  closely  simulates  another  disease  of  the  same  region,  which  is  common  and 
more  typical,  viz.,  the  Leontiasis  of  Archigen,  the  Leontia  of  Areteeus,  the  frontal 
leontiasis  of  lepers,  the  leprous  forehead.  This  is  our  reason  for  including  it  in 
this  Atlas. 

I. 

The  photo-lithochrome  exactly  represents  one  of  Baretta’ s models  of  the  face  of  a 
patient  under  my  care  in  Salle  Cazenave  in  1887. 

He  was  a shoemaker,  aged  sixty-three  years,  long  addicted  to  wine  and  alcohol, 
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who  had  a right  hemiplegia  without  loss  of  consciousness  three  months  before  his 
admission  to  hospital,  of  which  but  little  trace  remained.  His  sedentary  life  and 
saturation  with  alcohol  had  together  produced  the  complex  combination  of  symptoms 
found  in  arthritic  subjects  suffering  from  toxic  conditions,  viz.,  obesity,  sclerosis  of 
the  smaller  arteries,  diffuse  and  hypertrophic  acne  rosacea. 


Fig.  1. 

1,  1, — 2,  2, — 3,  3,  Acneiform  follicular  and  perifollicular  lesions.  4,  Transverse  naso-frontal  groove.  5,  Upper 
part  of  dorsum  of  tlie  nose.  6,  7,  8,  9,  10,  11,  Hypertrophic  masses  of  skin  filling  up  the  glabella.  12,  13,  Regions 
of  the  eyebrows  intact. 

Predisposition  is  always  a necessary  factor,  for  excessive  cases  are  rare,  or  even  very 
rare,  considering  the  large  number  of  persons  who  drink  beer,  cider,  wine  or  spirits,  or  of 
mixed  drinkers  who  consume  every  day  more  or  less  considerable  quantities  of  all  those 
liquids,  all  more  or  less  alcoholic.  It  is  very  extraordinary  that  these  pachydermatous 
forms  are  not  observed  in  women,  although  the  number  of  alcoholic  women  has  become 
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very  considerable.  It  must,  however,  be  added  that  hypertrophic  acne  also  occurs 
in  persons  who  are  simply  chronic  dyspeptics,  and  from  no  point  of  view  alcoholic. 

The  most  striking  point  in  the  aspect  of  the  patient  was  a very  extraordinary 
redness  and  thickening  of  the  skin  over  the  entire  face,  the  centre  portion  of  which 
presented  very  numerous  follicular  and  'perifollicular  acneiform  lesions  (1,  2,  3),  which 
made  their  appearance  about  the  age  of  forty,  the  usual  time  for  the  beginning  of 
true  rosacea,  and  had  never  ceased  to  develop  ever  since  in  successive  crops. 

The  redness  was  of  brick-red  tint  and  almost  uniformly  dark ; varicose  enlarge- 
ments of  the  dermic  bloodvessels  were  either  absent  or  had  disappeared  in  the  general 
pasty  swelling.  The  surface  of  the  skin  was  smooth  or  finely  granular  ; it  was  nowhere 
perforated  by  dilated  glandular  orifices  as  in  the  sebaceous  forms  of  the  disease  ; none 
of  the  follicular  lesions  present  had  developed  in  the  depth  of  the  skin,  where  the 
blind  extremities  of  the  deeper  glands  were  shut  in  by  the  proliferating  sclerosing 
dermic  changes. 

From  the  model,  as  from  the  photo-lithochrome,  one  might  presume,  what  touch 
enabled  us  to  perceive  in  the  living  subject,  that  these  perifollicular  lesions  were  very 
superficial  (1,  2,  3). 

Without  being  woodeny,  the  consistence  of  the  skin  over  the  prominences  was 
firm,  and  clearly  indicated  the  degree  of  pachydermia  produced  by  this  rosaceous 
sclerosing  hyperplasia.  The  hypertrophy  of  skin  begins  at  the  transverse  naso-frontal 
groove  (4),  immediately  above  the  upper  part  of  the  dorsum  of  the  nose  (5),  and  it  fills 
up  the  glabella  with  gigantic,  irregularly  polygonal  masses,  altered  in  form  by  mutual 
contact  and  pressure  (6,  7,  8,  9,  10,  11),  and  separated  by  deep  fissures  which  represent 
the  normal  lines  of  the  part  exaggerated  to  an  enormous  degree.  To  right  and  left, 
above  and  below,  these  dermic  masses  impinge  upon  the  ciliary  and  superciliary 
regions  (7,  11),  but  they  strictly  respect  anatomical  territorial  divisions  and,  indeed, 
leave  the  eyelids  and  eyebrows  themselves  absolutely  intact.  Above  and  outside 
the  glabella  in  the  frontal  region,  the  convolutions  and  grooves  are  less  excessive, 
and  constitute  only  great  exaggerations  of  the  normal  prominences  and  folds  of 
the  part. 


II. 

The  integumentary  lesions  of  the  nose,  as  well  as  of  the  lateral  and  inferior  parts 
of  the  face — including  redness,  thickening,  acneic  folliculitis  and  perifolliculitis — -are 
sufficiently  marked  and  characteristic  in  this  patient  to  establish  the  diagnosis  of 
an  hypertrophic  rosacea  with  ease,  and  at  once.  But  it  is  otherwise  with  the  changes 
in  the  forehead,  which  so  closely  resembled  those  due  to  Leprosy  that  several  derma- 
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tologists  wlio  saw  the  patient,  and  who  examined  M.  Baretta’s  model  or  photo- 
graphs of  the  case  thought  that  the  patient  was  a leper. 

It  will  be  easily  understood  how  such  an  error  could  arise  if  an  examination 
is  made  of  the  two  pictures  which  we  give  for  comparison,  in  figure  No.  2,  of  our 
patient,  and  in  No.  3,  a leper  whom  we  had  photographed  in  1887,  the  two  men 
being  of  the  same  age. 

It  will  be  seen  how  the  two  types  of  lesion  are  worthy  of  comparison,  from  a study 
(among  other  examples)  of  Prince  A.  Morrow’s  article  on  Leprosy,  in  his  “ System 


of  Cfenito-urin ary  Diseases,  Syphilology,  and  Dermatology,”  Yol.  III.,  Part  II.  (Edin- 
burgh and  London,  1894),  Plate  XVIII.,  above  and  to  the  right.  It  will  interest 
all  to  study  the  foreheads  of  three  female  lepers  represented  in  page  570  of  Dr.  Prince 
Morrow’s  admirable  article,  as  Avell  as  a large  number  in  the  Atlases  of  Danielssen 
and  Boeck,  of  Leloir  and  others. 

Nevertheless,  disregarding  the  other  symptoms  of  leprosy,  such  as  those  which 
depend  upon  the  disturbances  of  sensibility  for  example,  the  differential  diagnosis 
may  be  established  by  a simple  clinical  analysis  of  the  lesions  themselves  and  by 
certain  changes  in  their  environment. 

Thus  in  rosaceous  leontiasis  the  regions  of  the  eyebrows  are  intact,  for  not  only 


Fig.  2. 


HYPERTROPHIC  ROSACEA  OF  THE  FOREHEAD. 
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is  the  hair  of  the  part  unaffected  but  there  is  no  disfigurement,  as  seen  at  12  and 
13  in  the  photo-lithochrome.  In  leprosy  the  superciliary  regions  invaded  by  the  leprous 
tissue  are  bossy  and  completely  devoid  of  hair,  with  the  exception  of  a few  rare  cases, 
in  which,  in  the  grooves  between  the  leproma  masses,  “ especially  towards  the  outer 
side,  some  tufts  of  stiff  hair,  like  those  of  a tooth  brush,  are  to  be  seen.”  (Leloir, 
“ Traite  prat,  et  theor.  de  la  Lepre.”  Paris,  1886,  p.  67,  Plate  VIII.)  The  superciliary 
baldness,  which  can  be  observed  in  a modified  degree  in  the  prodromal  period  of 
tubercular  leprosy,  is  always  constant  when  the  leprosy  of  that  region  is  definitely 


Fro.  4.  Fig.  5. 

established.  In  a patient  supposed  to  be  the  subject  of  tubercular  leprosy  the 
preservation  of  the  eyebrows  is  in  itself  sufficient  to  negative  the  diagnosis  of  leprosy, 
or,  at  least,  to  make  it  open  to  doubt.  Such  is  the  case  with  the  Javanese,  cited  by 
Haymann  in  Virchow’s  Archives,  1859,  p.  176,  and  quoted  by  Leloir,  who  was 
declared  to  be  a leper,  but  in  whom  the  eyebrows  were  intact,  etc.  On  this  ground, 
and  on  others,  not  less  cogent,  Leloir  contested  the  diagnosis,  and  we  do  so  with  him. 

But  further : — in  leprosy,  with  a few  rare  exceptions  which  we  have  only  observed 
in  patients  suffering  from  other  forms  of  alopecia,  one  of  the  most  characteristic 
features  is  the  extraordinary  preservation  of  the  hair  (which  is  generally  extremely 
abundant),  due  to  some  inexplicable  immunity  of  the  scalp.  The  two  examples, — 
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Figure  4,  from  Leloir’s  Atlas,  Plate  VIII.,  and  Figure  5 from  my  private  collection — 
will  serve  to  accentuate  the  point. 

The  hair,  like  a mane,  really  completes  the  leonine  appearance  along  with  the 
leprous  forehead  which  the  skin  tumours  at  first  signalized : A iovnao-i?  etiam  dicta 
fait  ah  extremarum  frontis  rugarum  cum  leone  similitudinem  (Lorry,  Tractatus  de  mo  rim 
cutaneis.  Paris,  1777,  p.  376).  This  extraordinary  immunity  appears  not  to  have 
been  pointed  out  before  modern  times,  for  Lorry,  who  sums  up  all  previous  literature, 
says  ( loc . cit.,  p.  377 ) : “ Pili  in  omni  corporis  arnbitu  premoniuntur , in  manibus,  femoribus 
et  tibiis.  In  pube  et  mento  rari  sunt,  ut  et  in  ccesarieP 

In  fact,  with  the  exception  of  antecedent  atrophic  alopecia,  which  is  observed  in 
lepers  attacked  before  the  age  of  the  hairy  development  at  puberty,  destruction  of  hair 
takes  place  only  by  the  direct  action  of  the  evolution  of  leprosy  growths  in  the  skin; 
and  as  these  are  extraordinarily  rare  on  the  scalp  there  is  really  no  such  thing  as 
leprous  alopecia,  properly  so-called. 

To  resume,  the  rosaceous  process  in  its  highest  degree  of  development  may  cause 
a hyperplastic,  sclerotic  thickening  of  the  skin  or  elephantiasis  of  the  skin  of  the 
face.  Sometimes  it  is  diffuse  and  only  renders  the  features  coarse,  at  other  times  it 
may  become  localised,  gigantic,  and  disfigure  certain  regions  by  rendering  them 
lobate.  The  most  common  seat  is  the  region  where  the  rosaceous  congestion  attains 
its  maximum,  i.e.,  in  the  vascular  system  of' the  sebaceous  apparatus  in  the  nasal 
region,  where  it  results  in  a complete  transformation — thickening  of  the  skin,  excessive 
sebaceous  development  of  the  skin— constituting  sebaceous  hypertrophic  acne  of  the 
nose  or  rhinophyma.  But,  as  our  photo-lithochrome  and  figure  I.,  p.  4,  show,  the 
hypertrophic  process  may  also  be  localized  in  the  frontal  region,  and  there  produce 
enormous  lobate  masses,  which  more  or  less  closely  resemble  the  leprous  forehead  or 
leprous  leontiasis. 
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CIRCINATE  SYPHILITIC  LESIONS  OF  THE  SKIN,  CONFLUENT 

AND  COCKADE-SHAPED. 

(CIRCINATE  PAPULOSQUAMOUS  SYPHILIDES  OF  WRITERS.) 

Model  by  Baretta  in  the  Saint  Louis  Hospital,  No.  1701,  made  in  the  year  1892,  from  a patient  under  the 

care  of  M.  Thibierge,  acting  for  M.  Besnier. 


The  lesions  shown  in  the  accompanying  photo-litliochrome  illustrate  one  of  the 
most  remarkable  appearances  that  syphilitic  manifestations  can  assume. 

The  patient  was  a man,  aged  twenty-seven,  a blacksmith  by  trade,  who  was 
admitted  to  the  Saint  Louis  Hospital  in  November,  1892,  whilst  I was  acting  as 
substitute  for  M.  Ernest  Besnier.  The  lesions,  which  had  then  existed  for  several 
weeks,  had  developed  a little  more  than  six  months  after  the  contraction  of  a syphilis, 
which,  beyond  the  eruption  on  the  skin  of  the  face,  presented  nothing  worthy  of 
mention. 

These  manifestations,  however,  give  rise  to  several  important  cpiestions,  both 
from  a clinical  and  from  a nosographic  point  of  view. 

% 

I. 

The  most  striking  feature,  on  a first  glance  at  the  photo-litliochrome,  is  the 
general  configuration  of  the  lesions ; setting  aside  their  colour,  their  prominence  and 
the  epidermic  scales  developed  here  and  there  on  their  surface,  the  eye  is  struck 
by  their  geometrical  arrangement. 

This  arrangement  is  even  more  striking  when,  following  Andr£  Broca’s  method, 
the  plate  is  examined  through  a dark  blue  glass,  which  suppresses  the  red  rays, 
thus  abolishing  the  colour  effect,  and  only  allows  the  outline  of  the  lesions  to  be 
shown  as  a photographic  plate  would  do.  The  accompanying  woodcut,  which  is  not  a 
diagram,  but  an  accurate  linear  tracing  of  the  different  elements  of  which  the  eruption 
is  composed,  enables  one  to  verify  this. 
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The  lesions  as  a whole — fantastic  and  extraordinary  as  they  undoubtedly 
are — remind  one  forcibly  of  the  patterns  with  which  it  is  customary  for  certain  savage 
nations  to  mark  their  faces  and  exposed  parts. 

These  arabesques  may  be  reduced  to  a very  simple  form,  viz.,  a circle, 
or  segment  of  a circle — with  the  exception  of  a few  punctiform  lesions — a , a, — which 
represent  their  initial  stage,  and  are  situated  principally  on  the  nose  and  adjacent 
parts  of  the  cheek. 

These  circles  and  segments  of  circles  are  so  geometrically  regular,  that  they 


Fig. — a a,  punctiform  lesions,  initial  stage  of  the  syphilitic  patch ; b b,  circinate  syphilitic  patches  of  small 
diameter ; c c,  segments  of  circles  of  small  diameter  ; d d,  circinate  patches  of  larger  size  ; e e,  patches  of  smaller  size 
lying  in  the  centre  of  other  larger  elements,  and  forming  with  them  a cockade-like  figure  ; //,  segments  of  circles 
of  small  diameter  uniting  to  form  polycyclic  figures  ; g g,  crusts,  the  remains  of  excoriations  resulting  from  the  rupture 
of  pseudo-vesicular  epidermic  elevations  ; h,  mucous  patch  at  the  commissure  of  the  lips. 

might  almost  have  been  drawn  with  a compass.  Amongst  them  may  be  noted — 
(1)  circles, — b,  b — small  in  size,  not  larger  than  six  or  seven  millimeters  in  diameter, 
discrete,  situated  on  the  nose  and  msesial  portion  of  the  cheeks ; (2)  crescents  forming 
portions  of  similar  circles, — c,  c — i.e.,  small  in  diameter,  coalescing  to  make  up 
irregular  and  polycyclic  figures;  (3)  larger  circles, — d,  d, — as  big  as  a franc  piece,  or 
bigger,  isolated — as  on  the  outer  part  of  the  frontal  region — or  joining  segments 
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of  smaller  circles,  as  in  the  middle  of  the  frontal  region ; (4)  concentrically  parallel 
to  some  of  these  large  circles  and  within  them,  others  equally  accurately  circular  have 
developed, — e,  e — the  ensemble  of  these  concentric  circles  forming  a cockade-like 
figure;  in  the  confusion  of  lines  on  the  cheek,  one  can  perceive  and  differentiate 
without  much  difficulty  a still  more  complicated  arrangement,  and  identify  analogous 
concentric  systems — / — with  polycyclic  outlines.  But  to  follow  out  such  an  analysis  is 
of  only  slight  interest,  and  it  suffices  for  our  purpose  to  determine  the  existence  of 
circinate  lesions,  with  a tendency  to  concentric  or  cockade-like  arrangement. 

This  last  feature  is  more  curious  than  important.  Noticed  sometimes  in  syphilides, 
(as  evidenced  by  the  specimen  No.  75,  in  the  Museum  of  the  Saint  Louis  Hospital), 
it  is  more  characteristic  of  the  acute  exanthemata,  and  less  so  of  the  dermato- 
mycoses.  It  is,  indeed,  but  the  superposition,  or  better,  the  successive  develop- 
ment from  one  centre  of  two  similar,  circinate  and  centrifugal  lesions. 

This  leads  us  back  then  to  the  first  feature  mentioned,  viz.,  circulation,  with  its 
variants  and  its  derivatives,  and  this  constitutes  the  true  graphic  characteristic  of  the 
lesion  by  which,  and  by  which  alone,  the  nature  of  the  lesion  can  at  first  sight  be 
suspected. 

Syphilis,  more  than  any  other  cause  of  cutaneous  disease,  is  that  of  which  the 
manifestations  tend  most  frequently  to  assume  circular  form,  and  in  all  its  stages — 
whether  in  the  primary  chancre,  or  in  its  secondary  symptoms — in  roseola,  with  its 
ringed  elements;  in  various  papular  syphilides,  undergoing  involution  in  circinate 
figures  or  otherwise ; even  in  its  tertiary  symptoms,  which  in  general  configuration — 
if  not  accurately  circular  in  form — approach  it  by  being  often  either  semi-circular, 
or  kidney-shaped. 

This  tendency  for  all  its  cutaneous  manifestations  to  assume  a more  or  less  circular 
outline  is  one  of  the  not  least  important  peculiarities  of  syphilis ; clinically,  it  enables 
one  to  trace  out  syphilis  in  cases  where  its  lesions  assume  fantastic  characters  and 
unusual  general  configuration,  which  at  first  sight  seem  to  defy  diagnosis. 

Anatomically,  it  explains  and  reveals  the  mechanism  of  the  growth  of  syphilo- 
dermata,  essentially  a vascular  affection.  Syphilis  at  every  stage — whether  primary, 
secondary  or  tertiary — exerts  its  noxious  influence  on  the  vessels  : the  roseola  patch 
shows,  as  Ilenaut  has  pointed  out,  the  congestion  of  a vascular  cone,  the  base  of  which 
it  represents  on  the  surface  of  the  skin ; it  is  probable  that  it  is  the  consequence 
of  the  action  of  the  syphilitic  virus  on  the  afferent  artery  to  this  cone.  The  circinate 
arrangement  may  be  explained  by  the  localisation  of  the  same  virus  on  the  terminal 
ramifications  of  a vascular  cone,  the  central  ramifications  remaining  intact,  or  the 
lesions  of  which  they  have  been  the  seat,  having  disappeared ; centrifugal  extension 
occurs  by  progressive  involvement  of  parts  lying  further  from  the  vascular  plexus 
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following  an  analogous  process  in  the  evolution  of  dermatomycoses — hire  we  wish  to 
establish  a comparison,  not  a similarity. 

Having  considered  its  form,  we  shall  now  consider  the  lesion  itself,  its  colour,  and 
the  state  of  the  epidermis  over  it. 

Its  colour,  pink,  or  in  some  places  bright  red,  in  others  rather  brownish,  is  here 
of  little  importance ; it  differs  only  in  some  barely  perceptible  shades  from  that 
of  certain  acute  exanthemata ; alone,  it  could  not  determine,  nor  give  a clue  to  the 
diagnosis.  (The  accompanying  photo-lithochrome  is  rather  warm  in  colour,  and 
browner  than  the  lesions  observed.) 

Colour  in  syphilides  generally  has  much  less  value  than  is  generally  attached 
to  it.  The  high  diagnostic  value  of  the  colouring  classically  called  “ raw-ham,” 
“ coppery,”  or  “ fleshy,”  which  often  leads  one  to  consider  a cutaneous  lesion  as 
syphilitic,  cannot  be  denied,  for  it  is  seen  more  or  less  distinctly  in  most  syphilides. 
But  it  is  none  the  less  true  that  it  is  lacking  in  many  undoubtedly  syphilitic  lesions. 

When,  however,  the  tint  is  not  of  itself  characteristic,  one  can  generally  contrive 
by  artifice  (as  in  this  case)  to  make  manifest  a colour-change  in  the  skin  which  is  not 
without  value. 

Pressure  upon  the  integument,  simple  digital  compression,  or  compression  by 
a plate  of  glass  (e.g.,  the  object  glass  of  a microscope),  according  to  Unna’s  method, 
will  accomplish  this;  compression,  by  expelling  the  blood,  does  away  with  one  of 
the  components  of  the  colour  of  the  cutaneous  lesions,  the  tint  produced  by  the 
permanent  changes  in  the  skin  alone  remaining. 

Most  erythematous  lesions,  being  purely  congestive,  disappear  completely  on 
compression;  in  syphilitic  affections  of  the  skin  on  the  contrary,  there  is  always 
associated  with  the  congestion  either  a certain  amount  of  inflammatory  exudation, 
or  some  dermic  pigmentation  due  to  transudation  from  the  affected  vessels,  or  the 
two  conditions  are  associated ; so  that  there  always  remains  after  compression  a more 
or  less  pronounced  yellow  or  brownish  tint. 

Most  of  the  circles  on  the  accompanying  photo-lithoclirome,  in  addition  to  their 
colour  and  a certain  prominence,  present  epidermic  changes  ; in  some  places  there 
are  brownish  crusts — g,  g,  fig.  I. — remains  of  excoriations ; but  more  especially  the 
periphery  of  nearly  all  the  circles,  either  in  whole  or  in  part,  is  covered  by  white  or 
greyish  scales.  In  the  patient  the  scales  were  less  numerous,  whiter  and  finer  than 
they  are  represented  in  the  photo-lithochrome.  These  latter  lesions  are  of  frequent 
occurrence  in  syphilides. 
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The  objective  features,  therefore,  lead  one  to  suspect  syphilis.  Moreover,  in  the 
photo-lithochrome,  there  may  be  noted  an  incontestable  indication  of  syphilis,  in 
the  form  of  a lesion  peculiar  to  the  disease  which,  in  the  absence  of  all  history  or 
other  information,  would  permit  of  its  recognition,  viz.,  a typical  mucous  patch 
at  the  left  commissure  of  the  lips. 

This  diagnosis  of  syphilis,  which  the  alcoholism  of  the  subject,  and  the  constant 
exposure  to  the  effects  of  heat  in  his  trade,  tended  to  localise  in  a striking  and  rather 
unusual  manner  on  the  face,  was  ratified  by  the  patient’s  replies  to  questions  put 
to  him. 

III. 

We  have,  therefore,  to  do  with  a syphilitic  eruption;  but  what  name  ought  to 
be  attached  to  it  ? 

Most  sypliilographers — faithful  to  the  doctrine  of  Willan’s  system  of  classification 
of  cutaneous  diseases — would  designate  it  from  its  objective  features,  a papulo- 
squamous, circinate  or  annular  syphilide.  Each  of  these  qualifications  is  self-evident, 
and  the  name  as  a whole  would  be  perfect,  if  syphilitic  skin  diseases,  merely  from 
their  anatomo-clinical  features,  could  be  delimitated  as  clearly  as  the  great  divisions 
of  Willan’s  system  of  classification  of  cutaneous  diseases.  But  this  is  not  possible; 
side  by  side  with  syphilides,  with  clearly  defined  objective  characters,  which  cannot 
be  confounded  with  other  clinical  forms,  such  as  the  two  extremes— roseola  and 
gummata,— there  is  a whole  series  of  syphilitic  eruptions  which,  liable  to  differences 
in  their  objective  features,  are  yet  identical  in  their  mode  of  appearance  and  clinical 
associations,  the  multiple  modifications  of  which  must  be  described  by  a single  name. 

Legendre  ( These  cle  Doctorat , 1841,  p.  28),  under  the  name  of  Flat  Tubercular 
Syphilides ; Bazin  (Lemons  sur  la  Syphilis  et  les  Syphilides , 1859,  pp.  14  and  113),  under 
the  name  of  Mucous  Patches  of  the  Shin,  and  then  Syphilitic  Patches  of  the  Shin 
(Ibid.  2nd  edit.,  1866,  pp.  224  and  225),  have  described  these  lesions  accurately  and 
in  a remarkable  manner.  One  cannot  help  being  astonished,  as  M.  Besnier  is  never 
weary  of  pointing  out  in  his  lectures,  that  they  should  have  remained  almost  entirely 
unrecognized  by  subsequent  authors. 

Whatever  their  seat,  their  extent,  or  their  age,  syphilitic  patches  on  the  skin  are 
made  up  of  round  or  oval  elevations,  depressed  in  the  centre,  varying  in  colour  from 
pink  to  light  or  dark  red,  often  purplish  or  brownish  ; at  some  point  or  another 
of  their  surface,  there  is  always  an  excoriation,  the  result  of  a localised  pseudo-vesicular 
elevation  of  the  epidermis  surmounted  by  a crust.  In  contradistinction  to  the 
elementary  lesions  called  tubercles,  they  are  remarkable  for  their  softness. 

The  type  may  vary  in  appearance,  as  its  normal  development  is  diminished 
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or  exaggerated,  or  it  may  be  complicated  by  secondary  lesions ; hence  arise  the 
numerous  clinical  forms  described  by  authors  as  different  kinds  of  syphilides. 

They  vary  in  size ; they  are  sometimes  punctiform,  usually  measuring  from  one  to 
two  centimeters  in  diameter,  and  are  generally  papular  in  appearance,  very  slightly 
depressed  in  the  centre,  which  is  covered  by  a crust;  they  then  come  under  the 
head  of  Papular  Syphilides  along  with  lesions  correctly  so  called. 

Often  they  are  larger,  and  in  proportion  as  they  increase  in  size  their  centre 
generally  becomes  more  depressed ; their  periphery  only  remains  prominent  (they 
form  varieties  of  Annular  or  Gircinate  Syphilides ),  whilst  the  centre  remains  of  a 
pinkish  colour,  becomes  pigmented,  or  resumes  the  normal  colour  of  the  skin. 

The  surface  of  the  lesions  may  be  covered  by 
normal  or  slightly  shrivelled  epidermis,  or  the  epidermic 
covering  may  be  slightly  raised,  forming  here  and  there 
small  vesicles  and  corresponding  to  some  forms  of  Vesi- 
cular Syphilides  of  certain  authors.  More  frequently  the 
epidermic  change  is  evidenced  by  the  formation  of 
scales,  and  thus  are  brought  about  the  different  types 
of  Papulosquamous  Syphilides.  These  scales  may  be  very 
thin,  hardly  noticeable,  or  white  and  opaque,  resembling 
those  of  psoriasis,  hence  the  formation  of  so-called 
Psoriasiform  Syphilides ; often  limited  in  area,  separated 
into  numerous  segments  by  superficial  depressions,  limited 
at  the  periphery  of  the  annular  patches,  as  in  the  accom- 
panying pboto-lithochrome,  they  sometimes  occupy  the 
whole  area  of  the  elementary  lesions,  the  true  nature 
of  which  is  revealed  by  the  circular  projection  at  their 
periphery ; this  is  shown  in  the  phototype  No.  2,  which 
represents  the  model  of  a case  under  M.  Hillairet  in  the 
Museum  of  Saint  Louis  Hospital;  No.  516. 

Often,  and  especially  when  the  face  is  the  seat  of 
the  patches,  principally  in  the  vicinity  of  the  nose  or 
forehead,  they  are  covered  by  a yellowish,  friable,  fatty 
coating  due  to  secretory  disturbance  of  the  cutaneous 
glands — the  Seborrhoeic  Syphilides  of  certain  authors. 

At  other  times,  mainly  under  the  influence  of  external  irritation,  the  epidermic 
coat  raised  by  slight  exudation,  ruptures  and  exposes  the  rete  mucosum,  resulting  in 
the  formation  of  more  or  less  extensive  erosions  (Papulo-erosive  Syphilides) , or  even 
of  superficial  ulcers  ( Papulo-ulcerative  Syphilides) ; the  secretions  produced  on  their 
surface  may  dry  up  into  more  or  less  thick  crusts  (Papulo- crusty  Syphilides). 


Fig.  2 — Squamous  syphilitic 
patches  on  the  skin. 


CIRCINATE  SYPHILITIC  LESIONS  OF  THE  SKIN. 
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Although  generally  only  slightly  elevated,  syphilitic  patches  may  become  markedly 
so  from  external  causes  ( e.g .,  repeated  friction,  producing  excoriation  of  their  surface, 
permanent  moisture  of  the  region  or  uncleanliness),  and  secondary  infection  is  implanted 
on  the  excoriated  lesions.  It  is  thus  that  certain  hypertrophic  syphilides  are  formed ; 
their  surface  may  be  covered  with  raised  papillomatous  growths  ( Vegetating  Syphilides ), 
as  in  figure  No.  3,  from  a model  placed  in  the  Museum  of  Saint  Louis  Hospital  by 
M.  E.  Yiclal ; No.  828. 

Syphilitic  patches  may  be  abundant,  nearly  confluent,  or,  on  the  contrary, 
disseminated  in  small  numbers. 

They  may  occupy  the  whole  cutaneous  surface  or  may  localise  themselves  more  or 
less  definitely  in  certain  regions.  They  are  especially  common  on  the  neck,  face,  and 
wherever  two  surfaces  of  skin  come  closely  in  contact,  as  in  the  genito-anal  region, 
in  the  folds  of  the  axillae,  the  submammary  folds,  and  the  interdigital  spaces  of  the  toes. 

In  all  these  regions,  where  portions  of 
skin  come  in  contact,  they  find  conditions 
of  heat  and  moisture  analogous  to  those  of 
mucous  membranes;  they  become  modified 
in  consequence,  and  assume  clinical 
characters  absolutely  identical  with  those 
of  the  lesions  known  and  recognized  by 
all  authors  as  u mucous  patches.” 

Besides,  when  the  skin  is  the  seat  of 
syphilitic  patches,  one  may  be  sure — as 
Bazin  has  expressly  pointed  out — to  meet 
with  mucous  patches  at  some  part  of  the 
bucco-pharyngeal  cavity,  or  on  the  genital 
organs. 

Thus  we  are  justified  in  regarding  these 
lesions  as  identical  in  character,  and  only 
as  presenting  clinical  differences  because 
they  occupy  regions  on  the  integument 
which  differ  in  their  structure  and  in  the 
physical  conditions  necessary  for  their 
function. 

Again,  syphilitic  patches  of  the  skin, 
like  mucous  patches,  may  develop  at  different  stages  in  the  evolution  of  syphilis ; they 
appear  in  the  first  week  of  secondary  as  well  as  during  the  first  stages  of  tertiary 
syphilis,  and  in  the  intervening  period  they  may  recur  often,  and  do  so  several  times. 

In  this  they  contrast  with  these  different  kinds  of  cutaneous  syphilides,  which 


Fig.  3. — Euormous  Syphilitic  Patches  of  Papulo- 
Crusty  form. 
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appear  at  a fixed  and  definite  period  in  syphilis,  and  do  not  recur  in  the  same  form  at 
intervals  of  several  months;  at  least  not  the  early  syphilides,  those  of  the  so-called 
secondary  stage. 

Syphilitic  patches  may,  and  often  do,  coincide  with  other  syphilitic  cutaneous 
eruptions,  and,  by  reason  of  the  length  of  time  over  which  the  patches  continue  to 
develop,  may  clinically  be  very  variable  in  character,  so  that  erosive  and  hypertrophic 
syphilitic  patches  may  be  met  with  in  association  with  a roseola,  or  an  early  syphilide. 

The  conception  of  syphilitic  patches  of  the  skin,  as  expounded  by  Legendre  and 
Bazin,  and  admitted  by  M.  Besnier,  does  away  with  any  special  lesion  peculiar 
to  syphilis,  and  having  no  analogy  in  other  forms  of  skin  disease ; a lesion  which 
cannot  be  placed  within  the  too  narrow  limits  of  Willan’s  classification,  and  which  can 
only  be  therein  included  by  the  artifice  of  making  of  each  of  these  varieties  a different 
clinical  form. 

But,  above  all  else — and  hence  its  clinical  justification — this  conception  reduces 
cutaneous  syphilitic  eruptions  into  a definite  order,  and  makes  their  chronology  easier 
to  define. 

Secondary  syphilides  assume,  as  is  known,  more  and  severer  and  deeper 
forms  as  the  disease  gets  older  ; the  appearance  of  ulcerating  and  hypertrophic 
syphilides  indicates,  therefore,  either  an  old  or  a prematurely  and  abnormally  severe 
syphilis.  But  what  is  true  of  syphilides  in  general  ceases  so  to  be  of  syphilitic  patches ; 
superficial  patches  may  succeed  ulcero-hypertrophic  syphilitic  patches;  the  apparent 
anomaly  is  the  rule,  and  true  prognosis  results  from  accuracy  of  diagnosis.  So,  when 
once  syphilis  has  given  rise  to  localized  syphilides,  it  ceases  to  produce  generalized 
eruptions ; but  this  rule,  applicable  as  it  is  to  all  other  syphilitic  affections  of  the 
skin,  is  not  so  to  syphilitic  patches,  and  one  should  not,  in  presence  of  circumscribed 
syphilitic  patches,  assure  a patient  that  he  is  secure  from  more  generalized  syphilitic 
eruptions. 

But  where  syphilitic  patches  conform  to  the  general  rules  for  syphilitic  eruptions 
is  in  the  necessity  they  indicate  for  combating  this  infection ; they  indicate  not  only 
suitable  local  treatment  (local  antisepsis,  and  cauterization  in  the  ulcerating  and 
hypertrophic  forms),  but  also,  and  especially,  specific  internal  treatment,  into  the 
details  of  which  we  need  not  enter  here. 

GEORGIES  THIBIERGE. 


[Throughout  this  article  the  word  plaque,  which  is  of  frequent  use  in  dermatological 
works  and  parlance,  is  translated  into  its  English  equivalent,  patch. — J.  J.  P.J 
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XANTHOMA  PLANUM  ET  TUBEROSUM  IN  A GLYCOSURIC, 

ICTERIC,  AND  OBESE  SUBJECT. 


Model  by  Baretta  in  tbe  Museum  of  the  Saint  Louis  Hospital,  No.  1600,  made  in  the  year  1891,  from 

an  out-patient  under  the  care  of  M.  Darier. 


A GLANCE  at  the  accompanying  plate  will  suffice  to  enable  one  to  recognize  that 
the  casts  represented  were  taken  from  a patient  suffering  from  typical  Xanthoma 
Planum. 

The  two  parts  represented,  the  face  and  the  hand,  show  the  commonest  form 
of  xanthoma  planum  and  in  its  most  characteristic  localities.  It  will  be  seen  that  these 
two  parts  are  far  from  being  the  only  ones  affected. 

The  real  interest  in  the  case  does  not  lie  in  the  precision  of  the  objective  features 
of  the  eruption,  nor  in  its  abundance  and  almost  universal  distribution,  but  in  the  two 
following  circumstances:  (1)  The  xanthoma  planum  in  these  parts  was  associated  with 
Xanthoma  Papulatum  (vel  Tuberosum ) on  other  portions  of  the  skin  ; (2)  the  patient 
was  corpulent,  and  suffered  from  persistent  glycosuria  and  chronic  jaundice,  with 
hepatic  enlargement.  The  case  is  of  value,  therefore,  in  considering  the  question 
of  the  unity  or  multiplicity  of  the  forms  of  xanthoma,  as  well  as  that  of  the  connection 
between  xanthoma,  diabetes,  and  hepatic  disease. 

CASE. 

E.  L.,  aged  forty-seven,  overseer  in  a chemical  factory  in  the  suburbs  of  Paris,  attended 
regularly  as  an  out-patient  at  the  Saint  Louis  Hospital  from  November,  1890,  to  the  end 
of  1891 ; he  never  was  an  in-patient. 

Previous  History. — He  is  not  aware  that  any  member  of  his  family  has  ever  had  a similar 
eruption,  or  has  suffered  from  diabetes  or  hepatic  disease.  His  mother  died  of  albuminuria, 
at  the  age  of  seventy.  He  has  a sister  who  is  very  corpulent ; a brother,  aged  thirty-nine, 
subject  to  sick  headaches,  and  very  obese,  weighing  100  kilogrammes.  The  patient  himself 
is  very  strong,  and  weighed  87  kilogrammes  a year  ago  ; his  health  till  now  has  been  good ; 
no  rheumatism,  gout,  sick  headache,  lithiasis,  or  similar  symptoms.  He  has  never  had 
syphilis  ; he  readily  admits  excess  in  alcohol  about  ten  years  ago  ; he  drank  absinthe  chiefly, 
and  liked  to  get  drunk. 


48 


THE  MUSEUM  OF  THE  SAINT  LOUIS  HOSPITAL. 


The  onset  of  disease  dates  from  two  years  ago,  when  he  had  some  worry  and  anxiety. 
Yellow  spots  first  appeared  on  liis  neck,  and  afterwards  developed  consecutively  in  tire  folds 
of  the  palms  of  the  hands,  on  the  elbows,  and  on  the  face.  The  patient  states  positively  that 
he  had  previously  nothing  abnormal  on  the  eyelids. 

For  a year  the  eruption  gradually  spread  over  the  body  and  limbs ; hut  during  the  course 
of  the  following  year  the  cutaneous  lesions  were  stationary,  or  nearly  so,  whilst  his  general 
health  became  affected. 

Present  State „ — When  the  patient  first  came  under  observation  in  1890  his  condition  was 
as  follows : “ On  the  face  there  are  numerous  spots  varying  in  size.  There  is  a rather 
extensive  patch  on  the  left  side  of  the  forehead,  other  irregular  spots  on  the  cheeks,  the  upper 
and  lower  eyelids,  and  on  the  temples  and  ears.  These  spots  are  all  well-defined  hut  irregular 
in  form,  their  contours  ‘ geographical,’  while  between  them  there  are  smaller  islets;  the 
eruptive  elements  are  quite  smooth,  and  only  distinguished  by  their  colour,  of  a yellowish  or 
almost  pure  golden  tint.  There  is  no  elevation  either  in  the  centre  or  at  the  edges  of  the 
patches.  On  palpation,  their  consistence  and  suppleness  are  the  same  as  those  of  the 
unaffected  parts.  The  epidermic  folds  and  wrinkles  are  neither  more  nor  less  marked  on  the 
patches  than  elsewhere.  But  where  the  skin  is  very  thin,  especially  along  the  margin  of  the 
eyelids,  a little  doughy  thickening  may  he  noticed  on  picking  it  up.”  This  can  he  seen  in 
the  photo-lithochrome  on  the  upper  eyelid,  towards  the  inner  canthus. 

“ There  is  no  real  predominance  of  the  eruption  on  the  eyelids ; the  spots  are  less 
numerous  on  the  nose,  round  the  mouth,  and  on  the  chin  than  on  the  rest  of  the  face.  The 
scalp  is  entirely  free. 

“ The  colour  of  the  skin  between  the  patches  is  not  normal,  but  yellowish  brown,  and, 
in  addition,  especially  in  the  temporal  regions,  over  the  root  of  the  nose,  and  in  the  centre  of 
the  cheeks,  it  is  of  a diffuse  violaceous  tint. 

“ The  latter  of  these  abnormalities  of  colour  is  due  to  slight  passive  congestion  in  dilated 
capillaries.  We  shall  discuss  later  on  whether  the  brownish-yellow  tint  should  he  attributed 
to  jaundice  or  to  a ‘ xanthodermia  ’ of  a different  nature. 

All  round  and  up  the  neck  there  are  innumerable  irregular  yellow  spots,  the  limits  of 
which  are  often  less  well-defined  than  on  the  face. 

“ On  the  trunk  the  lesions  are  slightly  different,  and  consist  of  small  papules,  none  bigger 
than  a millet  or  hemp  seed,  of  bright  lemon  colour,  raised,  very  slightly  indurated,  but  still 
clearly  perceptible  to  touch.  All  have  a brownish  spot  in  the  centre,  which  is  the  follicular 
orifice  of  a lanugo  hair ; nothing  can  be  expressed  by  squeezing,  however  firmly. 

“ These  papules  are  in  greatest  abundance  on  the  shoulders  and  back,  and  especially  in 
the  vicinity  of  the  axillae ; they  are  numerous  in  the  axillae  themselves,  on  the  neighbouring 
parts  of  the  chest,  and  on  the  inner  sides  of  the  arms. 

“ In  the  hypochondriac  regions  and  flanks,  especially  on  the  right  side — where  they  are 
arranged  in  a band  reaching  nearly  to  the  umbilicus — there  are  papules  of  like  appearance, 
or  a little  redder,  forming  by  their  confluence  discrete  patches.  Some  larger  spots,  bigger 
than  half  a pea,  of  a reddish  yellow  colour,  may  be  noticed  in  the  midst  of  the  others. 

“ These  tubercles,  associated  with  papules  or  macules,  exist  also  on  the  buttocks.  The 
gluteal  fold  is  the  seat  of  yellow  spots  and  of  papules,  coalescing  to  form  sheets  of  disease. 
The  genital  organs  are  unaffected. 

“ The  lower  extremities  are  but  little  involved ; there  are  a few  tubercles  and  isolated 
papules  on  the  thighs  near  the  knees,  but  nothing  on  the  legs  ; and  on  the  feet  there  is  only 
a yellow  stripe  symmetrically  occupying  the  two  sides  of  the  groove  which  divides  the  sole 
of  the  foot  from  the  root  of  the  great  toe. 
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“ On  the  upper  extremities  the  elbows  and  hands  alone  are  affected.  On  the  elbows 
on  either  side  there  is  a group  of  moderately  firm  papulo -tubercles,  of  a pink  rather  than 
yellow  colour. 

“ On  the  hands  all  the  folds  of  flexure  on  the  palms  and  fingers  are  accurately  marked 
out  by  pale  yellow  stripes,  from  3 to  6 millimeters  in  width,  with  somewhat  irregular 
margins ; circular  macules  are  attached  to  the  edges  of  stripes,  or  exist  independently, 
e.g  , on  the  first  phalanx  of  the  thumb,  the  second  of  the  middle  finger,  and  near  the  tip 
of  the  index  finger  of  the  left  hand.  In  addition,  there  are  groups  of  little  papules  surrounding 
the  phalangeal  articulations  of  the  backs  of  the  fingers.  The  yellow  stripes  on  the  palms  and 
fingers  do  not  obliterate  their  folds ; but  they  cause  some  slight  discomfort  on  flexion,  and 
this  is  the  only  affected  area  of  which  the  patient  complains.  All  the  other  lesions  are 
absolutely  unattended  by  subjective  symptoms,  with  the  sole  exception  of  slight  sensations 
of  itching  when  warm  in  bed.  Squeezing  the  papules  between  the  fingers  evokes  slight 
tenderness.  The  accessible  mucous  membranes  are  nowhere  the  seat  of  macules  or  yellow 
papules.” 

The  patient  suffering  from  this  eruption,  so  easily  recognised  as  xanthoma,  was,  as  I have 
said,  more  than  ordinarily  corpulent ; ever  since  the  summer  of  1889,  a year  after  the  onset 
of  the  eruption,  he  noticed  that  he,  who  had  always  been  a good  feeder,  had  lost  his  appetite, 
especially  for  meat,  although  he  had  not  suffered  from  indigestion  or  vomiting.  At  the  same 
time  his  skin  had  assumed  a diffuse  yellowish  tint,  very  pale  and  scarcely  attracting  his 
attention ; he  stated  also  that  his  face  had  become  redder  between  the  macules. 

This  yellowish,  or  more  accurately  brownish-yellow,  tint  may  be  seen,  though  not  very 
marked,  over  the  whole  surface  of  the  body.  Have  we  to  do  with  jaundice  or  with  that 
generalized  yellow  colour  so  frequently  observed  in  xanthomatous  subjects  which  has  been 
called  “ xantliodermia  ” ? (See  Besnier  and  Doyon  : “ Trad.frang.  du  Traite  des  Maladies 
de  la  Fean”  Kaposi,  2nd  Ed.,  Vol.  II.,  note  on  page  324.)  The  ocular  conjunctiva  presents 
a very  markedly  yellow  colour,  as  do  the  soft  palate  and  the  mucous  membrane  under  the 
tongue.  Einally,  the  presence  of  bile-pigment  in  the  urine  can  readily  and  very  distinctly 
be  verified  on  chemical  examination  by  Gmelin’s  test.  There  can,  therefore,  be  no  doubt 
of  the  existence  of  true  jaundice. 

“ The  abdomen  is  enlarged,  prominent,  rather  tense,  without  dilatation  of  the  superficial 
veins.  It  is  rather  tympanitic  on  palpation  and  percussion,  but  there  appears  to  be  no  ascites ; 
the  liver  is  large,  smooth,  hard,  and  extends  beyond  the  false  ribs  by  at  least  three  fingers’ 
breadth  in  the  nipple  line  ; it  is  not  painful  or  tender  on  pressure.  The  size  of  the  spleen 
is  difficult  to  estimate  accurately,  but  it  seems  somewhat  enlarged ; the  bowels  are  regular, 
and  the  motions  have  never  been  pale ; the  lungs  and  heart  are  normal.” 

The  urine  in  an  obese  patient  with  xanthoma  should  receive  very  special  attention.  We 
first  learn  that  the  patient  only  passes  water  three  or  four  times  a day,  and  sometimes  at  night. 
The  total  quantity  varies  from  2 to  3 litres.  On  November  28th,  1890,  M.  Cathelineau, 
head  of  the  chemical  laboratory  of  the  clinic  of  the  Eaculty,  examined  a specimen  with 
the  following  results  : — 

Urine,  dark  yellow  ; specific  gravity,  1033  ; faintly  acid  ; quantity 

passed  in  twenty-four  hours  2500  grammes. 

Urea,  13  grammes  per  litre  in  twenty-four  hours 32*50  ,, 

Albumen,  0 gr.  60  „ „ „ 1-50 

Glucose,  9 gr.  99  „ „ „ (about)  25 

Biliary  colouring  matters  in  considerable  quantity. 

The  man  had,  therefore,  glycosuria,  azoturia,  and  albuminuria,  although  only  slightly ; 
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the  azoturia  (excess  of  urea),  in  association  with  glycosuria,  and,  still  more,  the  persistence 
of  sugar  in  the  urine,  which  was  found  on  the  examination  of  every  specimen  for  a whole 
year,  proved  the  existence  of  a true  diabetes  mellitus.  However,  the  disease  was  only  slight, 
as  all  other  symptoms,  excepting  those  appertaining  to  the  urine,  were  absent.  Thirst  was 
moderate.  There  was  rather  a diminution  than  an  increase  of  appetite ; there  was  no 
stomatitis,  and  the  teeth  were  well  preserved ; vision  was  good,  strength  unimpaired,  memory 
and  intelligence  normal.  Only  slight  somnolence  and  occasional  attacks  of  giddiness  were 
observed.  There  is  no  note  as  to  the  tendon  reflexes  ; there  was  no  oedema  of  the  limbs. 

Course. — For  a year  the  patient  came  for  advice  every  month  or  every  two  months.  He 
was  put  on  modified  anti-diabetic  diet,  1 or  2 litres  of  milk  per  diem,  with  either  bicarbonate 
of  soda  (8  to  10  grammes)  or  turpentine  capsules  (twelve  a day),  or  Powler’s  solution. 
A solution  of  perchloride  of  mercury  in  collodion  (5  per  cent.)  was  applied  locally  to  the  palms 
of  the  hands,  which  rendered  them  more  flexible,  to  the  patient’s  great  satisfaction. 

The  body  weight,  which  had  fallen  from  87  kilos  two  years  ago  to  63,  rose  to  65  and  to 
69  kilos ; strength  was  well  maintained ; digestion  was  easy.  The  urine  varied  little  in 
quantity : it  was  generally  cloudy,  copiously  loaded  with  urea  ; albumen  and  biliary  constituents 
were  found  in  varying  proportions,  sometimes  slight,  sometimes  considerable  ; sugar  was  never 
absent : examination  for  urobilin  made  on  two  occasions  revealed  its  presence  in  considerable 
quantities. 

The  changes  in  the  xanthomatous  features  were  very  slight.  The  yellow  spots  on  the 
face  and  neck  seemed  at  one  time  less  sharply  defined  ; the  papulo- tubercles  on  the  elbows  and 
trunk  flattened  down  a little,  and  became  softer ; but  no  lesions  disappeared  completely ; on 
the  contrary,  two  or  three  fresh  spots  appeared  round  the  mouth. 

Histology . — -Examination  of  two  papules  from  the  back  showed  characteristic  xantho- 
matous lesions.  The  epithelium  was  intact ; the  papillary  layer  and  the  skin  all  round  the 
follicles  were  the  seat  of  a neoplasm  formed  by  fatty  matter  in  the  shape  of  little  rods 
or  granules,  which  filled  large,  often  multinucleated,  cells  (xanthomatous  cells),  or  appeared 
partially  free  in  the  lymphatic  spaces. 

Attempts  at  auto-inoculation  with  the  tissue  of  the  lesions  on  unaffected  parts,  and  at 
transmission  to  animals,  were  unsuccessful. 

Diagnosis. — The  diagnosis  of  xanthoma  from  objective  characters,  which  was  self-evident, 
did  not  exhaust  the  whole  of  the  morbid  changes  present.  In  addition  to  the  cutaneous  lesions 
the  patient  manifestly  had  hepatic  trouble  and  diabetes  mellitus.  It  was  obligatory  to 
investigate  the  significance  of  each  of  the  elements  of  this  complex  pathological  association 
and  their  mutual  relationship.  If  there  had  been  no  icterus  and  only  xanthodermia,  the 
enlargement  of  the  liver  might  have  been  ascribed  to  the  acknowledged  alcoholism,  or  to  the 
diabetes  which  may  accompany  enlargement  of  the  liver  by  itself  ; persistent  icterus  without 
pallor  of  the  stools,  and  without  pain,  might  have  been  due,  not  to  calculous  obstruction,  but 
perhaps  to  some  other  form  of  disease,  e.g .,  cirrhosis ; but  as  the  patient  presented  neither  the 
symptoms  of  alcoholic  cirrhosis  nor  even  very  precisely  those  of  Hanot’s  type  of  hypertrophic 
cirrhosis  with  jaundice,  it  was  impossible  to  arrive  at  any  more  definite  conclusion.  The 
existence  of  some  indeterminate  hepatic  disease  only  could  be  assumed  as  certain. 

Addendum.— The  patient,  who  had  been  lost  sight  of  for  four  years,  returned  to  Saint 
Louis  Hospital  a few  days  ago,  into  M.  Hallopeau’s  ward,  while  M.  Jeanselme  was  acting  as  his 
substitute.  He  is  so  emaciated  as  to  be  scarcely  recognizable  ; he  has  still  icterus,  and  his  skin 
is  of  a dark  brownish  colour,  while  the  abdomen  is  much  distended  by  ascites  and  must  be 
tapped  ere  long.  The  xanthoma  on  the  face  has  given  place  to  a diffuse  brownish-yellow  tint ; 
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the  eruption  on  the  neck  is  no  longer  visible.  On  the  shoulders  and  the  flanks  the  collapsed  and 
flabby  papules  are  of  a tawny  brown  colour.  The  yellow  stripes  on  the  hands  no  longer  exist, 
hut  are  replaced  by  a light  brown  pigmentation  in  the  direction  of  the  flexural  folds.  Grave 
symptoms  are  present : muttering  delirium,  scanty  urine ; the  temperature  remains,  however, 
normal.  Two  days  after  admission  a tapping  allowed  of  the  evacuation  of  10  litres  of  dark 
yellow  ascitic  fluid,  containing  very  little  fibrin,  the  analysis  of  which  disclosed  the  presence 
of  sugar  and  biliary  pigment.  On  the  succeeding  days  the  general  condition  became 
aggravated  : the  urine  was  still  scantier ; diarrhoea  profuse ; temperature  oscillating  between 
36°  and  37°  (C.).  The  urine  contained  biliary  pigment  and  27  grammes  of  urea  per  litre,  but 
the  patient  only  passed  300  to  500  grammes  of  urine  in  24  hours,  which  contained  neither 
sugar  nor  albumen  (r).  Death  occurred  on  September  28th,  1895,  without  convulsions  or 
haemorrhage. 

Autopsy. — Liver  weighed  1840  grammes,  cirrhotic,  with  olive-green  granulations  ; 180 
grammes  of  almost  colourless  bile  in  the  bladder;  spleen  firm,  weighing  1120  grammes; 
pancreas  not  atrophied ; some  little  perihepatitis  and  perisplenitis.  Nothing  resembling  a 
xanthoma  patch  or  tumour  in  any  organ,  nor  on  any  mucous  or  serous  surface.  Death  was 
attributed  to  hepatic  insufficiency  from  hypertrophic  cirrhosis , with  jaundice. 

Xanthoma  (plaques  jaunes  folliculaires  of  Bayer,  vitiligoidea  of  Addison  and  Gull, 
xanthelasma  of  Wilson)  may  appear  at  any  age,  and  assume  either  the  form  of  straw- 
yellow  coloured  spots  or  patches,  without  alteration  in  the  thickness  and  consistence  of 
the  skin,  or  that  of  papules,  varying  in  size  from  a pin’s  head  to  a hazel  nut,  either  soft 
or  slightly  indurated,  and  yellowish-white  or  pink  in  colour ; lastly,  it  may  assume  the 
form  of  voluminous  tumours  of  these  same  colours,  either  solitary  or  conglomerate, 
sessile  or  pedunculated. 

Xanthomatous  spots  are  pretty  frequently  observed  limited  to  the  eyelids,  where  they 
usually  persist  throughout  life.  In  the  generalized  form,  as  in  this  case,  it  is  not 
uncommon  to  see  the  association  of  macular  and  papulo-tubercular  elements.  Xanthoma 
in  tumours  (Besnier)  is  most  frequently  observed  in  cases  which  are  either  congenital 
or  develop  very  early  in  life,  perhaps  being  hereditary.* 

The  lesions  of  xanthoma  in  their  localization  exhibit  a preference  for  the  points 
of  the  elbows  and  knees,  the  backs  of  the  joints  of  the  fingers,  the  shoulders,  and 
buttocks,  and,  on  the  other  hand,  for  the  folds  on  the  palms,  for  the  wrists  and  soles. 
But  they  may  exist  anywhere,  even  on  the  mucous  membranes,  and  sometimes  they  are 
discovered,  post-mortem,  on  serous  membranes.  The  distribution  of  the  eruption 
is  generally  pretty  accurately  symmetrical. 

An  universal  yellow  tint  of  the  skin  is  often  noted  in  xanthoma; — -according  to 
Kaposi,  in  more  than  half  the  cases.  This  tint  is  sometimes  due  to  true  biliary 
jaundice,  as  in  the  case  of  our  patient ; sometimes  it  is  referable  to  xanthochromia — 
without  staining  of  the  mucous  membranes  and  without  bile  in  the  urine  (Carry, 


* Elastic  Xanthoma  of  Balzer  appears,  despite  tlie  analogy  in  its  symptoms,  to  be  an  entirely  different 
disease  from  true  xanthoma,  as  is  shown  by  the  histological  structure  of  its  lesions. 
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Besnier) — the  nature  of  which  is  not  known,  but  which  is  probably  allied  to  lisemato- 
genous  (“  non-obstructive  ”)  jaundice. 

Other  symptoms  of  hepatic  change,  especially  enlargement,  with  or  without 
enlarged  spleen,  digestive  troubles,  and  litliiasis  have  frequently  been  seen  in  patients 
with  xanthoma.  Two  opposing  explanations  have  been  given  of  this  association  : the 
one  is  that  hepatic  affections  constitute,  as  it  were,  a sort  of  diathesis  (we  should  now 
say  an  “ auto-intoxication ”)  which  predisposes  to  a deposit  of  fat  in  certain  cells; 
the  other  view  is  that  the  hepatic  affection  is  itself  of  xanthomatous  nature,  but  this 
wants  anatomico-pathological  confirmation. 

Finally,  xanthoma  stands  in  certain  undeniable,  though  yet  little  understood, 
relations  with  glycosuria  and  diabetes.  A xanthoma  diabeticorum  has  been  described 
and  the  following  characters  attributed  to  it,  viz*  : it  is  intermittent  or  temporary,  the 
papules  are  hard,  less  yellow,  often  punctated  or  perifollicular,  and  there  are  no  spots 
or  stride,  all  the  elements  being  papular ; finally,  jaundice  is  never  present. 

This  distinction,  accepted  by  a great  number  of  English  and  American  derma- 
tologists, has  not  been  generally  adopted.  M.  Besnier  especially  repudiates  it 
categorically. 

The  case  before  us  also  refutes  the  existence  of  this  new  type,  since,  in  a diabetic 
subject , we  find  persistent,  very  yellow  papules,  punctated  and  perifollicular,  some  soft, 
others  hard,  associated  with  spots  and  strife,  the  whole  accompanied  by  persistent  icterus. 

Diagnosis  presents  no  difficulty,  although  so  little  is  known  of  xanthoma. 

Prognosis  depends  less  on  the  mere  lesions  of  the  skin  than  on  the  general  state 
of  the  health  and  on  the  existence  of  visceral  lesions,  especially  in  the  liver. 

Local  Treatment  is  of  little  value ; disfiguring  spots  and  troublesome  tumours 
have  been  removed,  and  partial  success  has  attended  the  application  of  percliloride  of 
mercury  in  collodion. 

As  regards  methods  of  General  Treatment , beyond  those  indicated  by  functional 
and  nutritional  troubles,  the  only  remedy  which  seems  of  value  is  the  long-continued 
administration  of  turpentine  as  recommended  by  M.  Besnier. 

The  nature  of  xanthoma  is  entirely  mysterious ; it  has  been  attributed  to  a 
diathetic  condition  belonging  to  the  same  class  as  obesity,  gout,  and  diabetes — to  a 
dystrophia  or  to  toxaemia  of  hepatic  origin — to  a disease  analogous  in  some  respects 
to  leprosy  and  tuberculosis,  and  therefore  parasitic,  etc. ; so  that  it  is  evident  that  the 
most  elementary  data  are  wanting  for  the  solution  of  the  question. 

J.  DABIER. 


* “ Trans,  of  the  Pathol.  Soc.  of  London,”  1883,  p.  278.  Report  of  a sub-committee  on  a case  brought  forward 
by  Mr.  Malcolm  Morris. 
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[It  may  fairly  be  pointed  out  that  the  Report  of  the  Sub-Committee  of  the  Pathological 
Society  of  London,  upon  Mr.  Malcolm  Morris’s  case,  referred  to  and  criticised  by  M.  Darier, 
is  now  of  more  than  thirteen  years’  standing,  and  was  based  upon  one  of  the  earliest  recognised 
cases  of  the  disease.  The  conclusions  therein  arrived  at  have  naturally  been  considerably 
modified  by  subsequent  observation.  In  all,  twenty-two  cases  have  been  recorded,  and  almost 
all  the  records  are  accompanied  by  interesting  critical  matter. 

The  close  and  probably  essential  relationship  of  xanthoma  diabeticorum  to  ordinary 
xanthoma  is  universally  admitted,  but  the  bare  fact  alone  that  a case  of  xanthoma  diabeti- 
corum can  usually  be  diagnosed  at  a glance,  suffices  to  prove  that  the  disease  has  sufficiently 
distinctive  clinical  characteristics  of  its  own.  In  the  second  edition  of  Quain’s  Dictionary, 
1884,  article  Xanthoma  Diabeticorum,  I wrote  as  follows  : — “ The  following  conclusions 
“ have  been  arrived  at  from  a study  of  the  (then)  seventeen  indubitable  cases  on  record,  a 
“ considerable  majority  of  which  (fifteen  to  two)  have  occurred  in  males,  the  age  of  the 
“ persons  affected  ranging  from  seventeen  to  forty-eight  years.” 

The  disease  occurs  almost  invariably  in  people  actually  passing  sugar  in  the  urine, 
“ although  generally  they  have  been  noted  as  stout,  and  apparently  in  good  health.  In  the 
“ majority  of  the  cases  the  presence  of  sugar  in  the  urine  has  been  transitory,  and  accompanied 
“ by  the  other  phenomena  of  true  diabetes  meleitus.  In  one  case,  moreover  (Cavafy’s),  there  was 
“ only  a history  of  antecedent  glycosuria ; while  in  another  (Besnier’s)  who  was  an  obese  man 
“ without  glycosuria,  the  father  of  the  patient  was  diabetic.  The  eruption  evolves  quickly, 
“ and,  after  a variable  stationary  period,  extending  over  months  or  years,  diminishes  with 
“ considerable  rapidity,  to  ultimately  disappear  without  leaving  any  trace  of  its  existence. 
“ Sometimes  its  course  is  intermittent,  and  successive  outbreaks  occur,  while  occasionally  fresh 
“ lesions  develop  during  the  retrocession  of  the  elder  ones.  As  a rule  the  parts  first  affected 
“ are  the  extensor  surfaces  of  the  limbs,  especially  of  the  forearms : subsequently  the  lesions 
“ usually  appear  on  the  elbows  and  knees,  where  they  have  a great  tendency  to  become 
“ confluent  and  form  raised  plaques.  They  are  commonest  on  extensor  surfaces,  the  buttocks 
“ back,  face,  scalp,  mucous  membrane  of  the  mouth,  and  bends  of  the  ankles,  but  they  do  not 
“ generally  affect  the  flexures.  They  have  only  once  been  observed  on  the  eyelids,  and  the 
“ presence  of  jaundice  has  never  been  noted.  The  constituent  tubercles  are  much  firmer  and 
“ denser  than  those  of  ordinary  xanthoma,  are  well  defined,  rounded  or  obtusely  conical  at  the 
“ apex,  and  may  present  a yellow  point  like  pus  at  the  summit,  but  are  in  reality  solid;  often 
“ there  is  a bright  zone  of  congestion  round  their  base.  In  some  cases  the  tubercles  are  very 
“ pale,  while  in  others  their  colour  is  pink  rather  than  yellow.  Itching  and  tingling  are  always 
“ troublesome,  and  occasionally  there  is  great  tenderness,  while  neuralgic  pains  sometimes 
“ precede  the  eruption.” 

A comparison  of  these  points  seriatim  with  ordinary  xanthoma  will  show  that  their  clinical 
distinction  is  a matter  of  some  practical  importance  and  usually  of  ease. 

The  most  recent  article  on  the  subject  is  by  Dr.  James  C.  Johnston  of  New  York,  and 
appeared  in  the  Journal  of  Cutaneous  and  Genito -urinary  Diseases  for  October,  1895. 
It  is  admirable,  and  contains  a full  bibliography. — J.  J.  Pringle.] 
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PLATE  IX. 


TERTIARY  SYPHILITIC  ULCERATION  OF  THE  TONGUE. 


Models  by  Baretta,  in  the  Museum  of  Saint  Louis  Hospital,  Nos.  1441,  172(F),  1174  and  1451,  made 
the  year  1885,  from  patients  under  the  care  of  Professor  Fournier. 


The  accompanying  plioto-Iitlioclirome  illustrates  the  principal  types  of  ulceration 
of  the  tongue  which  occur  in  tertiary  syphilis. 

Figures  1 and  2 represent  what  is  called  “sclerosing”  glossitis  in  its  two  forms, 
viz.,  superficial  or  cortical  sclerosing  glossitis  (Fig.  1)  and  deep  or  parenchymatous 
sclerosing  glossitis , called  also  lingual  cirrhosis  (Fig.  2). 

Figures  3 and  4 are  both  good  examples  of  gummatous  glossitis  in  its  superficial 
or  mucous  form  (Fig.  3)  and  in  its  deep  form — also  called  submucous  or  muscular 
(Fig.  4). 

Some  remarks  may  help  to  elucidate  these  figures. 

Generally  speaking,  the  lesions  of  tertiary  syphilis  almost  invariably  consist  of 
hyperplasia  of  tissue — hyperplasia  which,  once  established,  terminates  in  one  of  the 
two  following  ways:  in  sclerosis  or  in  gumma.  The  tongue  is  one  of  the  organs  in 
which  this  “dichotomy”  of  the  tertiary  lesions  is  most  marked  and  can  be  most 
distinctly  verified. 

At  first,  like  all  other  tertiary  lesions,  syphilitic  glossitis  consists  of  cellular 
hyperplasia,  i.e.,  lesions  formed  by  superabundant  proliferation  of  young  cells,  which, 
deposited  in  the  tissues,  multiply,  persist,  and  determine  conditions  which  were 
formerly  known  by  the  vague  term  “ engorgements,”  and  are  now  known  as  diffuse 
or  circumscribed  infiltrations. 

Secondly,  this  hyperplasia  subsequently  terminates  in  one  or  other  of  the 
following  ways : sometimes  it  becomes  organized,  condensed,  and  ends  by  forming 
fibrous  tissue  destined  to  undergo  progressive  contraction,  but  it  unquestionably 
continues  to  live  and  to  exist  in  this  form.  This  process  is  known  as  sclerosis,  and  the 
resulting  lesions  on  the  tongue  are  called  forms  of  sclerosing  glossitis. 

Sometimes,  on  the  contrary,  the  hyperplasia  undergoes  rapid  degeneration,  tending 
to  its  own  destruction  and  necrobiosis  : it  dies,  and,  like  all  tissue  deprived  of  life, 
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eliminates  itself  from  the  organism.  This  second  process  results  in  the  formation  of 
gummata,  and  the  resulting1  lesions  are  called  gummatous. 

These  two  types  of  lesion  have  long  been  confused  under  the  one  common  head 
of  “gummatous  infiltration”  or  “gummatous  swelling”  of  the  tongue;  but  this 
mode  of  classifying  all  forms  of  tertiary  degeneration  under  one  head  has  had  its  day, 
and  is  now  replaced  by  the  more  appropriate  subdivision  of  these  lesions  into  two 
groups,  viz.,  sclerosing  and  gummatous  forms  of  glossitis. 

I. — Sclerosing  Glossitis. 

The  characteristic  of  this  first  form  is,  as  I have  said,  that  it  consists  of  living 
hyperplasia,  capable  of  organization  and  persistence  in  the  shape  of  a definite  fibrous 
new  growth. 

At  first,  sclerosing  glossitis  takes  the  form  of  simple  cellular  hyperplasia,  i.e., 
of  cellular  deposit,  which  infiltrates  the  tissues  of  the  tongue.  Later,  these  cellular 
elements  multiply,  then  become  organized  and  condensed,  and  end  by  forming 
a fibro-plastic  fibroid  tissue  provided  with  vessels.  Then  this  neoplasm,  by  its 
progressive  condensation,  strangles  the  normal  tissues  of  the  part ; it  surrounds  and 
stifles  them,  causing  them  to  atrophy,  and  by  degrees  it  takes  their  place,  finally 
producing  in  the  parenchyma  of  the  tongue  that  peculiar  form  of  degeneration  formerly 
called  cirrhosis,  lint  to  which  the  term  sclerosis  is  now  more  appropriately  applied. 

This  sclerosing  hyperplasia  is  not  confined  to  any  one  locality.  Sometimes  it  is 
limited  to  the  superficial  tissue  of  the  tongue — to  its  fibro-mucous  covering.  It  is  then 
known  as  sclerosing  cortical  glossitis. 

Sometimes,  on  the  other  hand,  it  goes  deeper,  and  attacks  the  tissues  beneath 
the  mucous  membrane,  i.e.,  the  parenchyma  of  the  organ.  It  then  produces  a second 
form,  called  deep  or  parenchymatous  sclerosing  glossitis. 

Finally,  it  sometimes  attacks  both  the  superficial  and  deep  areas  mentioned 
simultaneously. 

A. — The  first  form,  Cortical  Sclerosing  Glossitis  (of  which  Fig.  1 is  a good 
example),  is  an  affection  of  mucous  membrane. 

Anatomically,  it  is  formed  by  new  growth  confined  to  the  covering  of  the  tongue. 

Clinically,  it  is  distinguished  by  circumscribed,  superficial,  lamelliform  indurations 
of  the  mucosa  of  the  tongue,  with  a dry  surface,  and  eroded,  or  with  a red,  level, 
smooth  surface  devoid  of  papillae. 

To  go  more  into  detail.  As  it  affects  the  derma  of  the  tongue — which  is  a patulous 
organ  arranged  in  layers  and  with  extensive  surface — this  cortical  hyperplasia  can  only 
appear  as  indurations  morphologically  similar,  i.e.,  spread  out  and  lamelliform,  in  every 
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respect  comparable  with  the  kind  of  indurated  chancre  which  shows  itself  on  the 
surface,  “ like  a flat  coin,  or  a sheet  of  parchment,”  and  which  has  received  the  name 
of  “ the  parclnnent-like  induration.” 

Two  varieties  may  be  distinguished  by  tlieir  extent  and  importance. 

(1)  In  the  first  variety,  the  indurations  are  small  and  scattered  in  islets,  or  in 
isolated  patches,  like  disseminated  patches  of  a psoriasis  guttata.  Generally  speaking, 
they  are  as  large  as  a threepenny-piece  or  a bean.  But  some  are  as  small  as  a lentil 
or  a grain  of  barley,  while  others  again  are  as  large  as  an  almond  or  a shilling  piece. 
They  are  generally  circular  or  oval ; sometimes  they  are  very  regular  in  outline,  like 
papules ; at  others  they  are  more  or  less  irregular,  especially  when  located  at  the  edge 
of  the  tongue.  Their  number  varies ; usually  two  or  three  are  present,  but  sometimes 
they  are  single.  Occasionally  they  run  together,  and  five  or  six,  or  even  more,  may 
be  recognized. 

(2)  In  the  second  variety,  the  interstitial  hyperplasia,  instead  of  being  dissemi- 
nated in  islets,  is  agglomerated  to  form  continuous  plaques  or  sheets,  covering  a larger 
or  smaller  area.  A moment  ago  I compared  the  first  variety  to  psoriasis  guttata ; to 
continue  the  comparison,  the  second  might  be  compared  to  psoriasis  in  plaques  or  large 
patches. 

The  resulting  lesion  then  takes  the  form  of  a sheet  of  induration  of  the  covering 
of  the  tongue,  which  no  longer  only  affects  isolated  parts,  but  extends  over  a 
considerable  portion  of  the  organ,  of  which  it  may  occupy  one  lateral  half,  or,  more 
commonly,  a broad  anterior  and  median  segment.  Thus,  in  Tig.  1 we  see  one  of 
these  plaques  about  the  size  of  a shilling  on  the  very  centre  of  the  tongue. 

In  both  these  varieties  the  neoplasm  feels  unusually  resistant  to  the  touch,  as  if 
a disc  of  parchment  or  cardboard  were  inserted  in  the  mucous  membrane.  It  is  the 
more  readily  perceived  by  contrast  with  the  normal  suppleness  of  the  healthy  tissue 
round  about. 

These  sclerotic  islets  and  patches  of  the  mucous  membrane  may  be  recognized  at 
sight  by  two  features  : — 

(1)  Morbid  redness  of  the  mucous  membrane  and  deeper  clierry-red  colour 
(Fig.  1,  a). 

(2)  The  remarkably  smooth  and  glossy  appearance  of  the  mucous  membrane, 
which  looks  as  if  it  were  varnished  and  its  papillae  destroyed. 

In  1 lealth  the  mucous  membrane  of  the  dorsum  of  the  tongue  has  a downy,  villous 
appearance  due  to  the  innumerable  papillae  with  which  its  surface  is  covered 
(Fig.  1,  b).  This  papillary  appearance  disappears  entirely  in  the  condition  we  are 
dealing  with.  On  the  sclerotic  areas  the  membrane  is  stripped  of  papillae— 

‘ depapillatecl  1 — as  if  the  papillae  had  been  shaved  off,  like  mown  places  in  a meadow. 
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On  the  spots  in  question  the  surface  of  the  tongue  is  smooth  and  even,  like  the  skin  of 
a cherry,  and  the  layer  of  saliva  which  covers  it  gives  it  a varnished  appearance 
(Fig.  1,  a),  so  that  it  looks  as  if  it  were  bare,  eroded,  and  devoid  of  epithelium.  But 
it  is  not  so.  Its  tissue  is  not  exposed ; its  epithelial  covering  is  not  destroyed.  This 
can  be  seen  on  careful  examination  with  a lens,  and  the  following  little  experiment  will 
confirm  the  observation  if  need  be  : pass  a nitrate  of  silver  pencil  over  the  surface  of 
the  patch  of  pseudo-erosion,  and  you  will  not  see  it  immediately  become  white,  as  it 
would  do  if  there  were  an  erosion  and  the  sub-mucous  tissue  were  exposed. 


Fig.  1. 


Fig.  2. 


(3)  Finally,  these  sclerotic  islets  or  patches  are  generally  flat,  or  only  very 
slightly  raised.  Sometimes,  however,  they  are  convex  and  prominent. 

B. — The  second  variety  (Deep  Sclerosing-  Glossitis,  Lingual  Cirrhosis, 
Lobulated  Glossitis,  etc.)  is  well  illustrated  in  Fig.  2. 

Like  the  form  already  described,  it  consists  of  a cellular  hyperplasia,  which,  instead 
of  remaining  superficial,  affects  the  deeper  parts — the  parenchyma  of  the  tongue  itself. 

It  may  affect  only  these  deeper  parts,  not  involving  the  mucous  membrane.  But 
this  is  very  rare,  and  generally  it  is  both  superficial  and  deep,  i.e.,  affecting  both 
mucous  membrane  and  subjacent  cellular  tissue  ; it  is,  therefore,  nearly  always  clermo- 
parenchymatous. 

Only  exceptionally  does  this  deep  sclerosing  glossitis  remain  limited  in  area ; 
it  generally  spreads  to  the  whole  of  one  portion  of  the  tongue — to  a third  or  one-lialf 
of  the  organ,  or  sometimes  even  to  its  anterior  two-thirds ; it  has  been  seen,  but  rarely, 
occupying  nearly  the  whole  of  the  tongue. 
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Clinically,  its  manifestations  are  of  the  same  character  as  those  of  superficial 
sclerosing-  glossitis,  but  their  importance  is  widely  different.  Briefly,  they  are  as 
follows : — 

(1)  Swelling  of  the  tongue,  more  or  less  extensive. 

(2)  Mamillation  and  lobulation  of  the  dorsal  surface  of  the  tongue. 

(3)  Induration  of  the  organ  and  of  the  deep  parts  affected. 

(4)  Various  changes  in  the  mucous  membrane  over  the  affected  part. 

To  go  into  further  detail : — - 

(1)  T1  ie  swelling  of  the  organ  is  obvious  at  a glance,  although  it  varies  in  degree; 
sometimes  it  is  moderate,  at  others  considerable  (as  in  the  case  reproduced  in  Fig.  2). 
It  takes  place  in  an  upward  direction,  bv  the  dorsal  surface  being  raised.  Often 
the  organ  at  the  same  time  increases  transverse  lly. 

The  swelling  is  especially  striking  in  some  cases.  When  one  half  of  the  tongue 
alone  is  affected  it  looks  like  a large  hump,  all  the  more  conspicuous  because  the  other 
half  is  relati  vely  flat  and  depressed. 

This  swelling  is  permanent,  though  it  is  not  rare  to  see  it  lessen  in  a few  years 
by  a kind  of  shrinkage  analogous  to  that  observed  in  cirrhosis. 

(2)  Mamillation  and  lobulation  of  the  dorsal  surface  of  the  tongue  are  the  two 
chief  characteristics  of  the  lesion  which  strike  the  eye  at  once  and  fix  the  attention. 

T1  ley  are  such  frequent  and  typical  symptoms  in  syphilitic  glossitis  as  to  be 
almost  pathognomonic  of  the  condition. 

For  the  dorsal  surface  of  the  tongue,  instead  of  being  regular  and  even,  is 
irregular,  uneven,  bossy,  and  mamillated;  it  is  transformed  into  a continuous  row  of 
projections  (Fig.  2,  A A a),  lying  close  to  one  another,  varying  in  size,  irregular  in 
shape,  separated  by  a network  of  fissures,  so  as  to  offer  a distinctly  lobulated 
appearance.  On  Fig.  2 about  twenty  such  lobulated  projections  may  be  counted. 

These  lobules  are  circumscribed  and  defined  by  depressions,  linear  grooves,  or 
furrows  (Fig.  2,  B B b). 

These  furrows  vary  from  one  to  three  millimeters  in  depth.  Some  may  be  as  deep 
as  half  a centimeter.  They  are  V-shaped,  i.e.,  they  are  wider  at  the  top  than  at  the 
bottom.  However,  sometimes  the  projections  are  so  closely  crowded  together  that 
the  fissures  are  quite  closed,  and  can  only  be  detected  when  opened  by  force.  Then 
they  may  be  seen  partially  open,  like  cerebral  convolutions  separated  by  the  fingers. 

Finally,  the  surface  of  the  tongue  may  be  furrowed  in  all  possible  directions. 
There  is  nearly  always  one  fissure  larger,  more  marked,  and  deeper  than  the  rest,  which 
corresponds  to  the  antero-posterior  median  line,  or  raphe.  Transverse  or  oblique 
fissures  branch  off  from  the  median  one,  as  the  smaller  veins  of  a leaf  do  from  the 
central  one.  Other  fissures  branch  off  from  these,  which  run  in  all  directions,  and 
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anastomize  to  form  a regular  network  of  intersecting  fissures,  winch  give  the  tongue 
quite  a characteristic  lobulatecl  appearance. 

I repeat  that  this  lobulation  of  the  dorsal  surface  of  the  tongue  is  most  remarkable. 
It  reminds  one  of  the  liver  in  syphilitic  hepatitis,  of  the  kidney  in  renal  cirrhosis  of 
syphilitic  origin,  and  of  lobulation  in  cirrhotic  organs  generally ; and  the  morbid 
process  which  the  tongue  undergoes  is,  indeed,  a cirrhosis. 

Therefore,  judging  by  my  past  experience,  I feel  authorized  to  state  that  such 
lingual  lobulation  is  almost  pathognomonic  of  syphilis.  Syphilis  alone  can  thus  lobulate 
the  tongue.  At  any  rate,  it  alone  can  do  so  to  the  extent  we  have  described,  which 
is  shown  in  Fig.  2.  In  presence  of  a tongue  thus  lobulated  one  may,  on  this  ground 
alone,  diagnose  the  syphilitic  origin  of  the  lesion. 

(3)  The  parts  affected  by  these  changes  are  always  indurated , and  extremely  so. 
They  are  hard  in  every  acceptance  of  the  word,  and  of  a dry  hardness  under  the 
fingers  not  to  be  depressed  nor  penetrated.  They  feel  like  fibroid  or  fibrous  tissue, 
and  even  not  unlike  cancer  (a  possible  cause  of  error  in  diagnosis,  for  without 
exaggeration  these  deep  indurations,  when  fully  sclerosed,  feel  exactly  like  cancerous 
hardness). 

On  the  other  hand,  palpation  shows  that  the  hardness  is  deep  seated — very 
different,  therefore,  from  the  superficial  resistance  and  lamelliform  induration  of 
superficial  sclerosing  inflammation.  It  is  evident  that  the  neoplasm  is  embedded  in 
the  thickness  of  the  tongue  and  is  continuous  with  its  parenchyma. 

(4)  Finally,  the  mucous  membrane  is  greatly  altered  over  these  mamillated, 
lobulated,  and  hard  tissues. 

It  is  changed  in  colour,  being  in  places  of  a dark  red,  vinous  hue,  especially  in  the 
interlobular  fissures. 

In  other  parts,  on  the  contrary,  it  is  whiter  than  usual — even  pale  and  bloodless — 
due  either  to  stretching  from  subjacent  proliferation  or  to  real  diminution  of  its 
vascularity  from  interstitial  sclerosis  of  its  tissue. 

In  addition,  the  mucous  membrane  is  even,  glossy,  tender,  and  devoid  of  papillae 
wherever  affected.  In  some  places  only  the  papillae  are  left,  like  so  many  oases.  They 
then  assume  a whitish  tint,  a kind  of  degenerative  leucoplakia , as  if  they  had  just 
been  touched  by  a nitrate  of  silver  pencil. 

II. — Gummatous  Glossitis. 

Gummatous  glossitis,  properly  so-called,  produces  cellular  hyperplasia,  which, 
instead  of  becoming  a definite  and  permanent  fibroid  lesion,  degenerates  more  or  less 
rapidly,  undergoes  necrobiosis,  and  is  eliminated  by  ulceration. 
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Tins  hyperplasia  is  seen  either  in  the  covering  of  the  tongue  or  in  its  tissue 
proper  beneath  the  mucous  membrane,  and  hence  we  get  the  two  varieties  : — 

(1)  Superficial  or  mucous  gummatci. 

(2)  Sub-mucous , deep,  or  muscular  gummatci. 

The  lesions  in  both  these  varieties  are  the  true  characteristic  gummata  of  syphilis 
localized  in  the  tongue.  That  is  to  say,  that  in  the  tongue,  as  everywhere  else,  they 
appear  as  well-defined  tumours  or  diffused  infiltrations,  which,  at  first  solid  and  hard, 
subsequently  soften,  open,  and  discharge  a “ core,”  and  finally  ulcerate. 

1.  Superficial  mucous  gummatci  of  the  tongue  are  in  a sense  the  gummatous 
syphilides  of  the  organ. 

At  first  they  are  small,  tubercle-like,  spheroidal  nodosities  in  the  mucous  tissue, 
as  large  as  a shot-grain,  a pea,  a cherry  stone,  a small  bean,  etc.  They  are 
slightly  raised,  but  sometimes  so  slightly  as  only  to  be  discovered  by  touch.  At  first 
they  are  firm,  consistent,  hard,  and  they  vary  in  number.  They  may  be  single,  but  more 
often  two,  three,  or  four  are  present.  Sometimes  they  are  more  numerous,  and  they 
then  generally  form  a cluster  {vide  Tig.  3),  or  not  unusually  a crescentic  or  horse- 
shoe-shaped group.  1 have  kept  notes  of  the  case  of  one  of  my  patients  who  had 
a group  of  seven  gummata  on  the  dorsum  of  the  tongue  arranged  like  a regular 
half-moon. 

After  remaining  for  some  time  as  firm  tumours,  they,  like  all  gummata,  begin  to 
soften  gradually.  In  course  of  time  they  rupture  by  a,  small  opening  at  the  top,  which 
soon  increases  in  size  excentrically.  Thus  a small  ulcer  is  formed,  with  an  area 
proportional  in  size  to  the  node  destroyed,  i.e.,  as  big  as  the  cut  surface  of  a pea  or  a 
lentil ; it  is  rarely  bigger  than  a threepenny-piece.  Ulcers  are  thus  produced 
which  present  in  miniature  all  the  objective  characters  peculiar  to  gummatous 
ulcerations,  viz. : — 

(1)  They  are  hollowed  out,  particularly  so  considering  their  small  superficies,  being 
sometimes  as  deep  as  they  are  wide. 

(2)  They  cut  into  the  tissues,  which  are  hard  and  obviously  infiltrated. 

(3)  Their  margins  are  well  defined,  often  cut  quite  perpendicularly,  as  if  they 
had  been  punched  out. 

(4)  Finally,  and  principally,  they  have  a yellowish  white  base,  with  a mass  of  dead 
connective  tissue  in  its  centre,  covered  by  an  adherent  coating,  which  is  a relic  of  the 
gummatous  slough  undergoing  gradual  liquefaction  and  elimination. 

These  characteristics  may  be  nearly  all  observed  in  Fig.  3.  Especially  well 
marked  are  the  excavation  of  the  ulcer,  its  abrupt,  perpendicular  margin,  the  central 
slough  of  dead  connective  tissue  (a),  etc.,  and  the  arrangement  of  the  lesions  in  clusters 
of  ten  to  twelve  gummata. 
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II.  Deep  or  muscular  gummata  are  more  formidable  in  size  than  the  superficial, 
and  occur  in  the  muscular  substance  of  the  tongue.  They  do  not  occur  indifferently 
in  any  part  of  the  organ,  but  have  their  own  seat  of  predilection  towards  its  upper 
surface.  Almost  always  they  originate  immediately  under  the  mucous  membrane  of 
the  dorsum.  Occasionally  they  form  in  the  deeper  parts,  but  even  then  they  make 
for  the  dorsal  surface,  where  (I  know  not  why)  they  finally  project,  break,  and  ulcerate. 


Fig.  3. 


Fig.  4. 


They  vary  in  size,  being  generally  as  large  as  a bean,  nut,  or  olive.  Though  they 
may  be  as  small  as  a pea,  they  are  more  frequently  larger,  and  they  are  often  met  with 
the  size  of  a walnut ; and  some  have  been  observed  elongated  to  the  length  of  a date, 
or  of  two  phalanges  of  a finger.  In  shape  they  are  either  spheroidal  or  more  often 
oval,  and  sometimes  they  are  elliptical. 

Sometimes  these  gummata  are  single  ; but  as  frequently  there  are  two  or  three, 
but  not  more  than  four  of  them,  together.  When  they  are  multiple  they  tend  to 
form  groups. 

They  behave  like  gummata  situated  elsewhere,  i.e .,  when  left  alone  they  pass 
through  the  four  classic  stages  of  gummata,  viz.,  the  period  of  immaturity,  softening, 
ulceration,  and  cicatricial  repair. 

I.  In  the  period  of  immaturity  they  are  solid  and  hard ; they  may  be  easily  felt 
by  passing  the  finger  over  the  surface  of  the  tongue  as  one  or  more  nodules,  easily 
differentiated  from  the  surrounding  soft  tissues  by  their  consistence  and  induration. 

If  the  swelling  is  small  it  may  only  be  appreciable  to  touch,  although  this  is 
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unusual,  for  as  soon  as  they  attain  any  size  they  project  and  bulge,  and  form  a visible 
projection,  which  is,  of  course,  proportional  to  the  size  of  the  tumour ; as  they  are 
sometimes  large  the  tongue  is  correspondingly  disfigured,  nor  is  it  unusual  to  see  the 
tongue  thus  double  its  normal  size.  It  has  even  been  seen  three  times  as  thick  as 
normal.  In  a specimen  in  the  Saint  Louis  Museum  of  part  of  a tongue  in  which 
there  is  an  enormous  gumma,  the  contrast  between  the  affected  and  unaffected  parts 
comes  out  very  forcibly. 

II.  In  the  second  stage  the  gumma  loses  its  original  consistence,  becomes  softer, 
less  dry,  and  then  doughy  at  its  most  prominent  part.  Finally,  it  softens  and  breaks 
down,  in  a way  so  well  known  that  I need  not  describe  it. 

The  point  of  rupture  may  not  widen,  and  may  form  a small  fistula,  though  this 
is  exceptional.  It  nearly  always  enlarges  while  it  ulcerates,  then  the  outer  covering 
of  the  mass  gives  way,  and  a more  or  less  extensive  hollow  solution  of  continuity  is  left 
which  constitutes  the  gummatous  ulcer. 

III.  The  ulcer  thus  produced  varies  in  size  according  to  the  original  nodule 
or  nodules.  It  may  only  measure  some  millimeters  in  diameter,  or  it  may,  on  the 
other  hand,  be  very  large ; some  are  two,  three,  five,  or  six  centimeters  in  length, 
by  one,  two,  or  three  in  width.  That  depicted  in  our  Fig.  4 had  an  antero-posterior 
diameter  of  from  five  to  six  centimeters  and  a transverse  diameter  of  one  to  two 
centimeters. 

The  gummatous  ulcer  of  the  tongue  is  generally  oval,  with  its  long  axis  antero- 
posterior ( vide  Fig.  4).  It  has  all  the  classical  and  most  characteristic  objective1 
features  of  a gummatous  ulcer. 


(1)  Deep,  wide  ulceration.  All  gummatous  ulcers  penetrate  very  deeply  (two  to 
three  millimeters  at  least;  more  often  five  or  six;  sometimes — as  in  Fig.  4 — one  to 
two  centimeters). 

(2)  They  are  surrounded  by  a hard  and  red  areola. 

(3)  Their  edge  is  sharply  defined,  and  perpendicular  (Fig.  4,  A a). 

(4)  Above  all  else — their  most  characteristic  feature- — they  have  a slough  in  the 
centre.  This  “ unhealthy-looking  ulcer,”  as  it  is  commonly  called,  is  so  on  account  of 
the  following  features  : — Apart  from  depth  and  indurated  conditions  of  its  edge,  it  has, 
on  the  one  hand,  an  uneven,  irregular,  anfractuous,  excavated  base  (Fig.  4,  be);  and, 
on  the  other,  a yellow  or  yellowish  diphtheroid  aspect,  or,  more  often  (its  characteristic 
par  excellence ),  has  a dead,  sloughy  mass  in  the  centre,  which  is  (Fig.  4,  c c)  sometimes 
covered  by  fleshy  adhesions,  well  described  by  Chassaignac  as  “like  the  flesh  of  a 
cod,”  and  sometimes  covered  by  a kind  of  semi-solid,  semi-liquid,  creamy  coating, 
which  can  only  be  removed  with  difficulty  and  imperfectly  by  washing  or  with 
a brush.  This  “cod-flesh”  and  creamy  coating  are  but  the  debris , the  degenerated 


64 


THE  MUSEUM  OF  THE  SAINT  LOUIS  HOSPITAL. 


residue  of  the  gummatous  growth,  of  which  they  constitute  the  incontestable 
manifestation. 

These  four  characteristics  combined  give  to  ulcers  produced  by  gummata  an 
appearance  sufficiently  well  marked  to  be  distinctive  in  most  cases,  and  it  is  very 
faithfully  produced  in  Fig.  4. 

IY.  Finally,  this  form  of  nicer  is  amenable  to  suitable  treatment,  and  heals  up 
pretty  quickly  in  most  cases.  It  does  not  differ  in  its  phenomena  at  this  stage  from 
those  of  gummatous  ulcerations  situated  elsewhere.  The  cicatrix  left  is  nearly  always 
somewhat  depressed  and  undulating  on  the  flat  parts  of  the  tongue,  while  it  is  indented 
on  the  borders.  Generally,  however,  it  is  not  so  deep  nor  so  large  as  one  might 
expect,  taking  into  consideration  how  profound  the  preceding  ulceration  has  usually 
been.  Indeed,  it  is  remarkable  that  restoration  of  tissue  is  more  complete  and 
perfect  on  mucous  membranes,  and  especially  on  the  tongue,  than  on  the  skin.  It  is, 
therefore,  sometimes  really  astonishing  to  find  only  a slight  depression  or  an  indistinct 
linear  cicatrix  as  the  sole  vestige  of  a good-sized  gumma.  But  it  is  also  true  that  in 
other  cases  these  lesions  leave  behind  them  real  losses  of  substance,  leading  to 
considerable  and  permanent  disfigurement. 

ALFRED  FOURNIER. 


PLATE  X. 


DERMATITIS  HERPETIFORMIS  IN  CONCENTRIC  CIRCLES, 

IN  COCKADE-LIKE  FORM. 


Model  by  Baretta,  in  the  Museum  of  the  Saint  Louis  Hospital,  No.  1565,  made  in  the  year  1890,  from  a 

patient  under  the  care  of  M.  Harlopeau. 


This  photo-lithochrome  represents  a rare  variety  of  Duhring’s  disease.  In  the  course 
of  its  evolution  it  assumed  different  forms. 

The  model,  by  Baretta,  was  made  at  the  time  when  the  case  was  exhibited  before 
the  French  Society  of  Dermatology  and  Syphiligrapliy  on  December  lltli,  1890. 

The  eruption  is  represented  in  its  different  phases.  At  first  it  is  composed  either 
of  a vesicle  or  of  a group  of  vesicles,  situated  upon  an  erythematous  spot  (1,  2) ; or  of 
a papule,  the  central  portion  of  which  soon  becomes  the  seat  of  a bullous  projection;  or 
of  a bleb,  which  dries  up,  and  the  desiccated  epidermis  of  which  soon  assumes  a dark 
red  tint  (4).  Soon  the  erythema  spreads  excentrically,  and  a circle  of  vesicles, 
isolated  or  confluent,  is  seen  at  its  periphery  (5);  matters  may  stop  there,  but  more 
frequently  the  eruption  continues  to  spread,  and  a series  of  new  rings,  alternatively 
erythematous  and  vesicular,  are  formed  in  succession  (7,  8),  their  number  varying  from 
one  to  six.  On  a certain  number  of  the  papules  the  first  vesicle  forms,  not  in  the 
centre,  but  at  the  periphery,  in  the  form  of  a collarette  (9).  If  two  patches  coalesce,  the 
parts  which  form  the  two  circles  (i.e.,  where  they  meet)  are  partially  obliterated  (10). 

The  colour  of  the  erythema  is  bright,  dark,  or  pale  red,  according  to  the  length 
of  duration  of  the  lesion. 

The  contents  of  the  vesicles  are  serous  at  first ; they  sometimes  become  sero- 
purulent. 

In  various  situations  over  the  trunk  the  patches  run  together,  and  thus  form  large 
erythematous  tracts  surrounded  by  a regularly  polycyclical,  circulate,  bullous,  raised 
margin,  measuring  from  two  to  four  millimeters  in  radius.  In  tlie  area  thus 
circumscribed  concentric  circles,  representing  collapsed  vesicles  more  or  less  dried  up, 
mav  be  seen. 
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The  anterior  aspect  of  the  thorax  is  thus  occupied  by  a large  tract  of  disease  like 
a breastplate  (10),  which  reaches  above  from  one  shoulder  to  the  other,  and  below  to 
the  vicinity  of  the  xiphoid  cartilage,  thus  presenting*  the  shape  of  a triangle.  It  is 
obvious  that  the  delicate  vesiculo-bullous  raised  margin  which  marks  out  its 
boundaries  is  formed  by  the  coalescence  of  successive  circles ; it  was  partially  dried 
up  when  the  model  was  made.  At  certain  points  these  circles  are  almost  complete 
(1),  only  one  part  of  their  circumference  being  wanting,  viz.,  that  part  which  is 
common  to  them  and  the  adjoining  circles.  The  centre  of  this  triangular  area 
exhibits  no  vesicular  projections ; its  colour  remains  erythematous ; it  is  covered  here 
and  there  bv  little  crusts  or  by  large  scales  (12). 


1,  2,  Primary  vesicles;  3,  primary  papule;  4,  dried  bulla;  5,  erythematous  and  vesicular  concentric  circles; 
6,  7,  8,  similar  circles,  but  multiple;  9,  peripheral  vesicular  collarette;  10,  two  confluent  patches;  11,  large  patch 
made  up  of  confluent  smaller  patches  ; 12,  scales  upon  this  patch. 

This  patch  is  the  most  extensive  one  present,  lout  it  was  not  the  first  to  appear. 
It  was  preceded  by  the  development  of  patches  in  concentric  circles,  like  those  of  a 
cockade,  in  the  deltoid  region  of  the  right  shoulder,  on  the  nape  of  the  neck,  and  on  the 
chin.  Subsequently  the  dorsal  region  was  invaded  ; there,  polycyclical  patches  may  be 
seen,  but  less  extensive  than  that  on  the  anterior  aspect  of  the  thorax.  They  occupy  the 
supra-spinous  regions  and  the  sides  of  the  spinal  column  as  far  as  the  gluteal  region. 
Finally,  concentric  plaques  are  present  in  the  supra-pubic  region,  the  left  axilla,  and 
on  the  upper  part  of  the  right  arm. 


DERMATITIS  HERPETIFORMIS  IN  CONCENTRIC  CIRCLES. 


67 


The  viscera  appear  to  be  at  present  ( i.e .,  when  exhibited)  unaffected.  At  the 
beginning  of  his  attack  the  patient  suffered  from  headache  and  loss  of  appetite ; he 
thinks  he  had  fever,  bnt  at  present  has  a normal  temperature. 

Differential  Diagnosis . — The  essential  lesions  of  this  skin  affection  present 
a singular  analogy  to  those  of  the  disease  described  by  Bateman  under  the  name  of 
Herpes  iris , and  which  is  nowadays  included  under  Erythema  multiforme ; but  it  may 
be  differentiated  by  its  localization.  It  does  not  affect  the  extremities  of  the  limbs, 
and  especially  the  dorsal  aspect  of  the  wrists  and  of  the  ankles,  which  are  the  seats 
of  election  of  these  forms  of  erythema.  It  also  differs  from  them  in  the  intense 
degree  of  itching  which  accompanies  it  throughout  its  whole  duration,  this  symptom 
being  a characteristic  of  the  Dermatitis  herpetiformis  of  Duhring.  Its  mode  of 
evolution  demonstrates  that  it  is  in  reality  an  anomalous  form  of  this  latter  disease ; 
for  the  eruption  has  become  distinctly  polymorphous,  while  the  tendency  to  appear 
in  crescentic  circles  like  a cockade  has  ceased.  For  a fortnight  fresh  blebs  developed, 
first  on  the  trunk  in  the  neighbourhood  or  in  the  centre  of  the  patches  previously 
described,  then  on  the  limbs  and  cn  the  genital  organs.  The  spread  of  the  eruption 
was  manifestly  excentric,  centrifugal — the  limbs  having  been  involved  only  con- 
secutively to  the  trunk,  and  gradually,  from  their  proximal  towards  their  distal  parts. 
The  hands  and  feet  remained  unaffected. 

The  blebs  were  subsequently  arranged  in  irregular  groups,  surrounded  for  the 
most  part,  but  not  invariably,  by  an  erythematous  areola ; their  size  varied  from  a. 
lentil  to  a hazel-nut ; their  contents,  at  first  of  a clear  pale  yellow,  soon  became  sero- 
purulent. 

Shortly  afterwards  a purpuric  eruption  supervened,  which,  limited  at  first  to  the 
lower  limbs,  soon  spread  to  the  abdominal  wall.  To  this,  there  were  soon  superadded 
general  anasarca  and  the  presence  in  the  urine  of  albumen,  epithelial  tube-casts,  white 
and  red  blood  corpuscles — some  free,  and  others  adherent  to  fibrinous  casts — 
indicating  the  occurrence  of  an  acute  nephritis.  At  the  same  time  the  general  health 
seriously  deteriorated ; the  patient  fell  into  a condition  of  profound  asthenia,  an 
abundant  ascitic  effusion  manifested  itself,  and  the  patient  died  on  January  9th,  1891. 

Whether  or  not  the  prognosis  in  those  cases  of  Dermatitis  herpetiformis  which 
present  lesions  arranged  in  concentric  circles  like  a cockade  is  more  serious  than  in 
ordinary  cases  of  that  disease,  is  a subject  for  future  research. 

Nature  and  Pathogeny . — The  mode  of  progression  ill  concentric  circles 
of  this  erythemato-vesiculous  eruption  can  scarcely  be  explained  otherwise  than  by 
the  centrifugal  development  of  some  infectious  agent,  probably  of  a toxine ; for  the 
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tendency  to  attribute  Duhring’s  disease  to  the  intervention  of  these  products  is 
becoming  more  and  more  marked.  In  all  probability  the  fatal  nephritis  must  be 
referred  to  the  same  cause. 

The  notable  differences  which  Duhring’s  disease  presents  in  its  symptomatic 
manifestations  and  in  its  manner  of  development,  from  the  benign  cases  of  long 
duration  which  have  served  as  types  for  its  description,  up  to  the  cases  resembling 
pemphigus  foliaceus,  and  having  as  intermediate  types  the  urticarial,  lichenoid, 
vegetating,  and  this  cockade-like  form  (with  or  without  visceral  complications),  may 
be  attributed  either  to  differences  in  the  modes  of  reaction  of  the  subjects  attacked  or 
to  the  quantity,  and  more  especially  to  the  nature,  of  the  toxines  which  cause  it.  If,  as 
we  believe,  this  latter  influence  is  the  preponderating  one,  there  is  good  reason  for 
regarding  the  disease  to  which  the  name  of  Duhring's  disease  has  been  given,  not  as  a 
single  morbid  entity,  but  as  a group  of  dermatoses,  arising  from  different,  although 
allied,  causes;  and  this  we  have  already  previously  done.  If  this  is  so,  we  may  hope 
that  the  progress  of  chemical  analysis  will  at  some  future  time  furnish  us  with  precise 
indications  as  to  the  nature  and  origin  of  these  toxines. 

. 'Treatment „ — In  this  way  only  can  we  hope  to  establish  some  form  of  treatment 
on  a really  scientific  basis.  Ignorant  as  we  at  present  are,  not  only  of  the  nature,  but 
also  of  the  origin  and  seat  of  formation  of  these  pathogenic  substances,  we  can  only 
aim  at  them,  as  it  were,  in  the  dark ; but,  indeed,  none  of  the  antiseptics  introduced 
into  the  gastro-intestinal  tract,  with  a view  to  acting  upon  them — such  as  arsenic, 
ichthyol,  naphthol,  benzo-naphtliol — appear  to  have  any  perceptibly  beneficial  effect. 
Nevertheless,  it  is  in  this  direction  that  our  efforts  must  be  made  with  the  greatest 
chance  of  success,  and  we  propose  to  continue  this  line  of  treatment  in  cases  of  a 
similar  nature. 

At  the  same  time,  as  our  colleague,  Mens.  Tenneson,  has  pointed  out,  the  dressing 
of  open  bullre  with  antiseptic  substances  is  indicated,  to  prevent  secondary  infection. 
These  ought  to  have  no  irritant  action  ; in  such  cases  we  find  gauze  compresses  useful, 
impregnated  with  boiled  water  (as  recommended  by  Mons.  Tenneson),  or  with  a three 
per  cent,  solution  of  boric  acid.  Itching  may  be  advantageously  treated  by  wrapping 
in  lint  saturated  with  pure  carbolized  oil,  1 in  20. 

The  treatment  par  excellence  of  the  intercurrent  acute  nephritis  is,  as  usual, 
restriction  to  absolute  milk  diet ; the  history  of  our  patient  unfortunately  shows  that  it 
is  far  from  infallible. 


H.  HALLOPEAU. 
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[Mons.  Hallopeau  lias  done  well  in  publishing  this  delineation  of  bis  case,  which,  ever 
since  its  publication,  has  provoked  considerable  discussion  and  criticism  at  the  hands  of 
dermatologists. 

A few  historical  points  omitted  in  the  text  may  here  he  supplied.  The  patient  was  a man, 
ai»ed  sixty-three,  who  had  suffered  from  pains  in  liis  joints  for  eighteen  months  before  his 
admission  to  Saint  Louis  Hospital  on  December  8th,  1890,  three  weeks  previous  to  which  tho 
eruption  first  appeared.  The  whole  course  of  the  eruption  lasted,  therefore,  less  than  eight  weeks. 
On  admission  it  was  noted  that  there  were  no  signs  of  visceral  disease,  and  no  albumen  in  the 
urine.  The  usual  indications  of  an  acute  nephritis  were  first  noted  on  January  2nd;  at  the 
autopsy  this  was  found  to  be  superimposed  upon  old  renal  mischief. 

When  Mons.  Hallopeau  first  brought  the  case  before  the  Societe  de  Dermatologie  he 
termed  it  a Herpes — using  the  word,  presumably,  in  the  sense  in  which  it  is  still  sometimes 
employed  to  describe  a vesicating  erythematous  lesion.  The  supervention  of  polymorphism  in 
type  of  the  eruption  and  the  severity  of  the  subjective  symptoms  constrained  Mons.  Hallopeau 
to  alter  his  nomenclature,  before  the  subsequent  meeting  of  the  same  Society,  to  that  of 
Dermatitis  herpetiformis , and  in  this  contention  be  was  supported  by  such  weighty  authorities 
as  MM.  Besnier,  Vidal,  and  Brocq. 

Without  venturing  to  question  the  accuracy  of  their  diagnosis,  the  extremely  anomalous 
character  of  the  case  must,  nevertheless,  be  recognized  on  all  sides. 

Personally,  I am  inclined  to  think  that  too  great  stress  had  been  laid  upon  severity  of 
itching  as  diagnostic  of  Dermatitis  herpetiformis ; here,  as  in  other  diseases,  the  violence  of 
pruritus  seems  frequently  to  depend  rather  upon  the  personal  factor  than  on  the  disease  itself. 
Certainly,  Dermatitis  herpetiformis  almost  invariably  occurs  in  persons  of  neurotic  stamp,  and 
their  itching  is  usually  great  and  out  of  all  proportion  to  the  amount  of  lesion  present;  but  in  a 
certain  number  of  cases  it  may  be  quite  moderate. 

The  short  duration  of  the  case  and  the  supervention  of  purpuric  manifestations  are,  of  course, 
at  variance  with  the  accepted  conception  of  Dermatitis  herpetiformis,  which  is  par  excellence 
a chronic  and  relapsing  disease.  But  tin’s  point  cannot  be  cogently  urged  against  the  diagnosis 
maintained,  as  the  patient  died  of  intercurrent  and  old-standing  disease,  not  to  my  mind  in 
more  than  fortuitous  relationship  with  t lie  skin  affection,  although  Mons.  Hallopeau  apparently 
regards  them  as  interdependent. 

As  Mons.  Besnier  also  pointed  out  in  the  discussion  upon  this  case,  it  is  not  necessarv  to 
see  a relapse  of  Dermatitis  herpetiformis  in  order  to  establish  the  diagnosis  of  that  disease. 
Hr.  Colcott  Box  has  pointed  out  to  me  that  there  is  a coloured  lithograph  of  a case  similar  in 
lesion  and  in  localization  to  Mons.  Hallopeau’s  in  the  museum  of  the  Iloyal  College  of  Surgeons 
of  England,  observed  by  Sir  Erasmus  Wilson,  and  recorded  by  him  in  the  catalogue  of  the 
museum — No.  130,  second  edition,  1875 — under  the  title  of  Pemphigus  iris ; and  I am  indebted 
to  the  same  gentleman  for  drawing  my  attention  to  Sir  Erasmus  Wilson’s  description  of  the 
condition  in  his  lectures  on  dermatology — third  edition,  1874,  page  124  et  seq.  I note,  however, 
that  in  the  “ Pemphigus  iris  ” cases  the  vesication  occurred  in  the  centre  of  each  spot,  while  in 
Mens.  Hallopeau’s  case  the  vesication  was  peripheral ; this  latter  point  weighed  strongly  with 
Mons.  Vidal  in  favour  of  classifying  it  as  a form  of  Dermatitis  herpetiformis  rather  than  as  a 
vesicating  erythema  ( Herpes  iris  of  Bateman,  Hydroa  simplex  of  Bazin). — J.  J.  Pringle.] 
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PLATE  XI. 


SYPHILITIC  GUMMATA  OF  THE  THIGH. 

SYPHILIS  UNKNOWN  AND  UNRECOGNIZED. 


Model  by  Baretta,  in  the  Museum  of  the  Saint  Louis  Hospital,  No.  1568,  made  in  the  yeai'  1890, 
from  a patient  under  the  care  of  Professor  Fournier. 


I. 

The  patient  whose  disease  is  depicted  in  this  plate  (model  No.  1568)  was  a man  aged 
thirty-nine  years,  whom  I had  the  opportunity  of  observing  at  the  end  of  1890,  in  the 
service  of  Prof.  Fournier,  when  I had  the  honour  to  be  his  chef  de  clinique. 

The  model  reproduces  the  appearance  presented  by  the  anterior  aspect  of  the 
patient’s  left  thigh  at  the  date  of  his  admission  to  the  hospital. 

The  limb  was  increased  in  size,  and  two  large  ulcers  were  present  on  its  antero- 
external  aspect.  One,  which  was  the  larger,  oval  in  form,  and  lay  transversely, 
measured  seven  centimeters  in  its  long  diameter ; its  margins  were  hard  and  raised,  as  if 
padded;  the  base,  when  cleaned  up,  was  covered  with  bright  red  granulations  in  the 
centre,  but  towards  the  ends  two  thick,  dark,  blackisli-yellow  sloughs  were  still 
adherent;  these  were  the  remains,  not  yet  cast  off,  of  a gummatous  sloughing  mass. 
Above  this  first  ulcer  there  existed  a second  smaller  one,  crescentric  in  shape,  probably 
formed  by  the  junction  of  two  primitive  ulcers;  its  borders  were  also  raised  and 
fungous-looking,  its  base  imperfectly  cleaned  up. 

Around  these  ulcerations  of  typical  gummatous  appearance  the  skin  was  purplish 
red,  swollen,  stretched,  and  adherent  to  the  deeper  tissues.  On  palpation  it  was  easy 
to  feel  a large  hard  mass,  immobile  and  inseparable  from  the  bone.  Pressure  caused 
comparatively  little  pain.  The  circumference  of  the  thigh  at  this  level  measured 
eight  centimeters  more  than  that  of  the  opposite  side  (left,  42  centimeters;  right, 
34  centimeters). 

The  appearance  of  the  lesions  was  so  characteristic  that  the  diagnosis  of  gummatous 
syphilitic  ulceration  was  self-evident.  But  in  this  case  the  gumma  had  originated  in 


THE  MUSEUM  OF  TEE  SAINT  LOUIS  HOSPITAL. 


72 

the  depth  of  the  tissues,  in  the  substance  of  the  triceps  muscle,  and  then  had  extended 
slowly  towards  the  surface,  until,  having  reached  the  subcutaneous  tissue,  it  had 
softened  and  brought  about  the  perforation  and  ulceration  of  the  skin.  The  smaller, 
less  deep  ulceration  corresponded  to  the  opening  of  a subcutaneous  gumma.  Above 
the  large  ulceration  there  existed  a small  tumour  which  fluctuated ; a gumma  less 
advanced  in  its  development. 

The  patient  exhibited  absolutely  no  other  sign  of  syphilis  beyond  this  enormous 
lesion ; moreover,  he  denied  all  syphilitic  antecedents,  and  in  this  respect  his  history 
is  of  considerable  interest. 

II. 

This  is  an  excellent  example  of  unrecognized  syphilis,  which  shows  to  what 
lamentable  errors  a patient  may  be  led  who  is  unaware  of  his  having  had  syphilis. 

This  man  had  been  in  good  health  till  the  age  of  thirty-seven  years.  In  December, 
1888 — that  is  to  say,  exactly  two  years  before  I saw  him — he  began  to  feel  painful 
twinges,  rather  deeply,  in  the  left  thigh.  For  nearly  eighteen  months  those  pains  did 
not  greatly  trouble  him,  and  he  states  that  he  noticed  no  change  in  the  size  of  the 
limb,  nor  in  the  condition  of  the  skin. 

Then  (June  1st,  1890)  he  had  a slight  tumble ; he  missed  the  last  few  steps  in 
descending  a ladder,  and  a violent  strain  was  thrown  upon  his  left  leg.  The  same 
evening  he  felt  a rather  severe  pain  in  the  thigh  and  knee.  The  following  day  he 
noticed  that  the  limb  had  increased  in  size,  and,  at  the  same  time,  a large  ecchymosis 
made  its  appearance. 

The  patient  went  to  a hospital  and  was  admitted  to  a surgical  ward.  He  states 
that  the  surgeon  thought  of  operating  upon  him,  and  even  auscultated  his  thigh  “to 
hear  the  pulsations  ” ; so  it  seems  possible  that  an  aneurism  was  suspected.  However, 
after  two  surgeons  had  consulted  together  the  operation  was  abandoned,  and  he  was 
discharged,  with  means  of  treatment  directed  mainly  towards  his  pains  (opiates 
internally,  belladonna  plaster  on  the  thigh). 

Nevertheless  his  pain  persisted ; and  one  month  afterwards,  as  he  was  no  better, 
he  returned  to  the  hospital,  decided  to  beg  for  an  operation. 

A different  surgeon  from  those  who  first  saw  him  now  attended  him.  The  thigh 
was  now  massive  and  hard,  but  the  skin  was  purple,  the  ecchymosis  having  partially 
disappeared.  Probably  the  new  surgeon  diagnosed  a malignant  tumour — likely  enough  an 
osteo-sarcoma — for  he  proposed  to  the  patient  the  amputation  of  his  leg  at  the  hip  joint. 

Terrified,  the  patient  left  the  hospital,  and  put  himself  under  the  care  of  a quack, 
who,  as  they  always  do  in  similar  circumstances,  applied  an  ointment  to  the  swelling 
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(September  25th — October  24th).  This  ointment,  more  or  less  irritant,  expedited  its 
evolution,  so  that  the  disease  “came  to  a point,”  to  the  patient’s  great  satisfaction; 
i.e.,  the  skin  ulcerated  at  three  or  four  spots  and  these  ulcerations  increased  and 
united  so  as  to  form  the  immense  ulcer  represented  in  the  plate,  soon  followed  by  the 
lower  ulcer,  also  made  up  by  the  junction  of  smaller  ones. 

A few  weeks  afterwards  (December,  1890)  the  poor  fellow  was  sent  to  Saint 
Louis  Hospital.  The  appearance  of  the  lesions,  as  we  have  already  described  them, 
left  no  room  for  doubt  as  to  their  nature.  Despite  the  lack  of  evidence  of  antecedent 
syphilis  and  the  denials  of  the  patient,  the  diagnosis  of  syphilis  was  made  and  specific 
treatment  instituted. 

This  treatment  consisted  of  daily  mercurial  inunctions  (mercurial  ointment,  four 
grammes)  and  of  iodide  of  potassium,  of  which  the  patient  took  at  first  two,  then 
three,  and  finally  four  grammes  daily.  The  disease,  which  had  lasted  for  two  years, 
was  thus  cured  in  two  months.  First,  the  softened  gumma,  which  had  not  discharged, 
and  was  situated  above  the  big  ulcer,  was  absorbed  without  ulceration ; the  lower 
ulcers  then  cleaned  rapidly,  and  cicatrized  in  less  than  a month.  The  large  ulcer  was 
longer  in  improving,  and  recovery  made  rapid  progress  only  after  the  separation  of  the 
two  big  sloughs  figured  in  the  plate,  which  took  a fortnight  to  become  detached.  But 
as  soon  as  ever  their  separation  took  place  the  wounds  began  to  granulate  from  the 
bottom,  while  their  borders  became  softer  and  flattened  down.  Gradually  the  thigh 
resumed  its  normal  size,  and  only  the  cicatricial  markings  remained  to  indicate  the  seat 
of  these  enormous  lesions. 


III. 

In  this  case,  as  in  so  many  others,  the  appearance  of  the  lesions  alone,  in  the 
absence  of  all  information,  sufficed  to  establish  the  diagnosis  of  syphilis,  which  was 
confirmed  by  the  happy  results  of  treatment.  The  patient,  surprised  at  such  a 
conclusion  and  at  such  a result  from  treatment,  had  no  recollection  of  any  previous 
syphilitic  infection,  and  had  never  had  any  treatment.  In  his  case,  then,  the  syphilis 
had  been  very  benign,  and  had  passed  unperceived.  However,  it  was  easy,  after 
careful  enquiry,  to  ascertain  that  this  was  not  the  only  way  in  which  his  unrecognized 
syphilis  had  left  its  marks.  For  if  the  subject  himself  had  hitherto  been  spared,  it 
was  not  so  with  his  descendants.  My  interrogatory  revealed  the  following-  facts  : — 

The  patient’s  wife  was  healthy,  and  showed  no  sign  of  syphilis.  They  had  been 
married  for  twelve  years.  In  the  course  of  the  three  years  succeeding  marriage  the 
wife  had  four  miscarriages:  the  first  at  five  and  a half  months,  after  six  months 
marriage;  then  a second  miscarriage  in  the  middle  of  the  seventh  month;  a third  at 


74 


THE  MUSEUM  OF  THE  SAINT  LOUIS  HOSPITAL. 


the  seventh  month;  a fourth  one  year  afterwards  at  the  eighth  month.  Eighteen 
months  after  this  last  miscarriage  she  gave  birth  to  a child,  still  living,  which  I saw. 
This  child,  now  aged  seven  years,  was  born  with  paralysis  of  the  right  arm,  and,  one 
month  after  its  birth,  was  covered  with  an  universal  rash ; he  could  not  walk  till  he  was 
eighteen  months  of  age,  nor  speak  till  he  was  two  years;  he  now  presents  all  the 
stigmata  of  hereditary  syphilis : cranial  and  nasal  deformities,  changes  in  the  teeth, 
aural  discharge,  etc. 

The  enquiry  which  established  the  existence  of  syphilis  in  his  child  thus 
corroborated  our  diagnosis. 

Thus,  an  unrecognized  syphilis  had  been  the  cause  of  several  misfortunes  ; it  had 
resulted  in  the  death  of  four  infants  before  their  entrance  into  the  world ; it  had  for 
ever  marked  a fifth  child ; and  after  long  years  had  shown  itself  in  the  patient  himself 
in  such  a manner  as  to  jeopardize  one  of  his  limbs.  It  is  an  admirable  example  to 
add  to  our  already  long  list  of  cases  of  unrecognized  syphilis.  How  many  misfortunes 
would  have  been  avoided  if  a correct  diagnosis  had  been  made  at  the  first ! 

Let  us  note  in  passing  the  classically  recognized  gradual  diminution  in  virulence 
of  syphilis  on  progeny;  the  miscarriages  occurring  gradually  later  and  later  as  the 
paternal  syphilis  grows  older;  the  fatal  influence  of  the  disease  becoming  weaker  with 
time,  and  at  last  an  infant  being  born  alive,  although  smitten  with  the  disease.  Note 
also  that  the  mother  of  those  foetuses  and  this  syphilitic  child  had  always  remained 
healthy  in  appearance,  and  recognize  in  this  fact  a beautiful  example  of  the  law 
of  Colles  and  Baumes.  Mark,  finally,  the  really  marvellous  rapidity  with  which 
treatment  acted  on  this  man — an  old  syphilitic,  but  one  who  had  never  been  treated  ; 
mixed  treatment  was  specially  indicated  in  such  a case,  and  the  result  so  rapidly 
obtained  was  certainly  due  to  the  combined  action  of  the  mercury  and  the  iodide. 

This  observation  carries  with  it  two  lessons  which  from  repetition  have  become 
commonplace,  but  which  cannot  be  too  well  known  to  practitioners,  viz.,  the  importance 
of  establishing  a retrospective  diagnosis  of  syphilis  in  the  parents  when  miscarriages 
follow  each  other  in  a family;  and,  finally,  the  necessity  for  every  surgeon,  before 
having  recourse  to  a surgical  operation,  to  give  a trial  to  anti-syphilitic  treatment 
if  the  diagnosis  is  not  absolutely  certain,  in  order  to  avoid  such  grave  errors  and 
professional  mistakes  as  those  of  which  our  patient  was  so  nearly  the  victim. 


HENRI  FEULARD. 
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PLATE  XII. 


DISSEMINATED  EPITHELIOMA  OE  THE  FACE, 


“SEBACEOUS”  IN  TYPE  AT  THE  OUTSET. 


Partial  Acne  Sebacea  of  Cazenave. 

0 

Senile  Acne  Sebacea  Concreta  ; Epitheliomatous  Acne. 

Model  bj  Baretta,  in  the  Museum  of  the  Saint  Louis  Hospital,  No.  1194,  made  in  the  year  1886,  from 

a patient  under  the  care  of  M.  Ernest  Besnier. 


Although  histology  lias  attained  such  technical  excellence  as  to  be  almost  perfect,  it  is 
of  itself  incapable  of  determining  the  origin  and  nature  of  the  epitheliomata ; on  the 
other  hand,  micro-biology,  already  fairly  advanced,  and  micro-biochemistry,  of  more 
recent  growth,  cannot  yet  furnish  a firm  basis  on  which  a scientific  classification  of 
those  changes  may  be  constructed.  The  true  cause  of  epitheliomatous  degeneration, 
be  it  parasitic  or  not,  is  still  unknown. 

Clinical  knowledge,  therefore,  remains  the  safest  guide — or  at  any  rate  the  least 
precarious — for  the  prevention,  diagnosis,  prognosis,  and  treatment  of  epithelioma. 
T1  lese  are  the  considerations  which  have  led  us  to  think  that  the  publication  of  the 
details  contained  in  this  number  would  be  of  practical  use. 

The  accompanying  photo-lithochrome  represents  the  most  remarkable  specimen 
of  disseminated  epithelioma  of  the  face,  of  the  type  called  acneic,  sebaceous,  or 
seborrhoeic,  that  we  have  ever  seen.  It  exhibits  in  one  locality  the  whole  series  of 
processes  of  pathological  development,  from  the  onset  of  the  lesion  to  the  complete 
establishment  of  its  epitheliomatous  character. 

The  model  was  made  during  life  by  Baretta,  from  the  face  of  an  agricultural 
labourer,  aged  seventy,  who  was  admitted  under  my  charge  into  the  Saint  Louis 
Hospital  on  November  15tli,  1886,  and  placed  in  bed  No.  5 in  the  Cazenave  Ward. 

The  superficial  area  of  the  changes  is  considerable,  occupying  as  they  do  nearly 
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the  entire  face,  especially  on  the  left  side,  viz.,  the  whole  of  the  bridge  of  the  nose, 
the  lower  eyelid  and  corner  of  the  eyebrow,  the  whole  of  the  cheek  posterior  to  the 
naso-labial  fold — a limit  not  overstepped — and  the  region  in  front  of  the  tragus.  Only 
the  forehead,  the  upper  eyelid,  the  lips,  and  the  chin  are  unaffected.  Very  few  really 
healthy  areas  can  be  found  between  these  tissues,  which  are  undergoing  pathological 


epithelial  margin ; 7,  centre  of  the 
large  epitheliomatous  crater. 


cr 


raters;  16,  epitheliomatous  horn,  eight  millimeters  in  height. 


change,  nearly  all  the  surface  which  appears  to  be  normal  being  in  reality  in  the  first 
stage  of  disease. 

(a)  Changes  in  the  first  stage  (Fig.  I.:  2,  8,  4,  5,  9,  10,  and  fig.  II..  2,  15). 
These  consist  of  irregular  patches  or  sheets,  finely  granular,  yellowish  white  m colour, 
dry  on  the  surface,  but  not  absolutely  chalky,  as  in  the  form  of  acneic  erythematous 
lupus  to  which  Devergie  ( Traite  pratique  cles  Maladies  de  la  Peau:  1857,  8vo,  p.  276) 
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gave  the  name  of  Herpes  cretaceus.  These  epithelial,  seborrhoeic,  and  chalky  patches 
are  firmly  adherent  to  the  surface  of  the  skin  by  filiform  prolongations  into  the  ducts 
of  the  sebaceous  glands.  They  conceal  a red  non-corneous  epidermis,  which  is  finely 
papillomatous,  vascular,  oily,  succulent,  and  which  bleeds  at  the  least  touch  when  the 
scale  has  been  rubbed  off,  or  on  the  least  scraping  or  abrasion  with  the  nail;  and  the 
surface  is  thickly  studded  with  patulous  follicular  openings.  These  changes  may  be 
seen  at  the  1 >ase  and  at  the  periphery  of  the  lesions  in  their  more  advanced  stage,  giving 
evidence  as  to  the  process  from  its  beginning  (Fig.  I. : 2,  4,  5,  8,  9,  10  ; Fig.  II. : 15), 
and  increase  gradually  but  uninterruptedly  as  the  more  perfect  epitheliomatous  foci 
are  approached. 

(b)  Changes  in  the  second  stage  (Fig.  II.:  3,  4,  5,  9,  10,  11,  12,  13,  16,  17,  18, 
19,20,  21).  These  are  the  most  numerous:  the  left  side  of  the  face  is  literally 
riddled  by  scabby  concretions  of  a dirty  greenish  or  yellowish-brown  colour,  the  most 
recent  of  which  are  circular,  varying  in  size  from  a millet-seed  to  a pea,  raised  from  one 
to  three  millimeters  above  the  surface  of  the  skin,  rugose,  solid,  adherent,  composite, 
with  a nipple-like  projection  in  the  centre,  surrounded  at  their  circumference  by  a ring 
at  a lower  level,  very  accurately  circular,  and  itself  surrounded  at  its  root  by  a sloping 
seborrhoeic  zone  which  stretches  irregularly  round  its  base.  All  these  small  details, 
rather  difficult  to  see  on  the  photo-lithochrome,  can  be  easily  verified  in  detail  on  the 
cast  in  the  Saint  Louis  Hospital  Museum,  No.  1194;  it  is  important  to  note  them 
because  they  are  the  key  to  the  ex  centric  mode  of  development  of  the  lesion,  which 
starts  from  a follicular  orifice—  the  centre  of  growth  of  the  epitheliomatous  element — 
which  from  this  point  continues  its  progress  from  above  downwards  into  the  epicler- 
moderm,  then  into  the  corium,  and  always  with  the  most  perfect  uniformity  at  the 
periphery.  In  this  way  larger  eruptive  elements  are  formed,  which  attain  the  size  of 
a large  pea;  then,  having  exceeded  this  size,  they  alter  in  shape,  get  broken  up,  and 
unite  with  neighbouring  elements.  In  some  of  them  degeneration  in  the  later  stages 
results  in  the  formation  of  conical  crusts,  and  one  of  them  (Fig.  I I. : 16)  forms  a 
curved  horn  eight  millimeters  in  height. 

As  soon  as  the  central  projections  rising  from  the  diffuse  cretaceous  inspissated 
seborrhoea  have  formed,  if  the  scabby  crust  be  removed  (the  more  recent  the 
concretion  the  easier  this  is),  even  if  it  is  not  larger  than  a grain  of  millet-seed,  a 
small,  perfectly  round,  cup-shaped,  succulent  and  moist  crater  is  to  be  found, 
sui rounded  by  a fine  border  (Fig.  II.:  4,  5),  which  is  admirably  reproduced  on 
tlie  model,  and  which  may  be  seen  with  a.  magnifying  glass  (Fig  II.  4),  or  with  the 
naked  eye  (fig.  II.:  5).  These  are  the  typical  epitheliomatous  cups.  From  the  date  of 
thnii  formation  the  scabby  concretion  becomes  mixed,  and  contains,  independently  of  the 
seboirhoeic  elements  and  microphytes,  the  ordinary  constituents  of  ichorous  exudation. 
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(c)  Changes  in  the  third  stage  (Fig.  I.;  1,  and  Fig.  II.:  6,  7,  8).  Tlie  scabby 
covering  or  cap,  being  no  longer  supported  by  prolongations  of  the  primary  seborrhceic 
concretion  into  the  follicular  canals,  raised  by  the  epithelial  border,  and  broken  up  by 
increasing  epitheliomatous  exudation,  crumbles,  eliminates  itself,  or  is  rubbed  off  bv 
mechanical  friction;  the  crateriform  openings  coalesce,  their  edges  uniting  at  their 
points  of  contact  to  form  the  reddish  brown,  partially  scabby  border  of  the  perfectly 
constituted  epitheliomatous  ulcer.  In  this  stage  the  lesion  has  gone  beyond  the 
epidermoderm  and  has  become  dermic,  destroying  the  organ  at  whose  expense  it 
thrives ; grouped  on  the  lower  eyelid  a typical  example  of  these  conglomerate 
epitheliomatous  craters  may  be  observed,  where  the  irritation  produced  by  a 
pre-existent  lachrymal  fistula  had  already  prepared  and  ripened  the  soil  for  this 
epitheliomatous  growth. 

fdj  Changes  in  the  fourth  stage  (Fig.  I.  : (i,  7 ; and  Fig.  II. : 1).  These  are 
represented  by  the  large  epitheliomatous  crater,  with  irregular,  tapering  base,  which 
is  hard  to  the  touch,  and  exudes  epithelial  discharge  freely,  surrounded  by  a thick, 
irregular,  hard,  cartilaginoid  rim,  showing  traces  in  its  irregularity  and  broken-up 
condition  of  the  primary  borders  destroyed  by  the  coalescence  of  previously  existing 
but  isolated  craters.  The  corium  is  invaded  and  penetrated ; the  periosteum  and 
subperiosteal  tissues  are  included  in  the  epitheliomatous  mass,  the  whole  making  a 
“ malignant  C terebrante ) epitheliomatous  ulcer.” 

At  the  periphery  a part  of  the  border  (Fig.  I.  : 2,  8,  9,  10;  and  Fig.  I t. : 2,  3), 
remains  covered  by  the  mixed  concretions  already  described,  which,  very  gradually 
sloping  down  in  every  direction,  mingle  with  the  initial  elements  of  the  primary 
cretaceous  seborrlioea — acne  sebace  concrete  of  certain  writers. 

II. 

It  is  quite  twelve  years  ago  that  the  patient  first  noticed  small  yellow  spots  on  his 
face,  and  it  is  highly  probable  that  they  date  still  further  back,  for  a man  of  his 
age  and  occupation  does  not  often  examine  his  face  critically.  On  the  other  hand, 
there  can  be  no  question  that  the  slowness  of  development  of  senile  seborrhoeic 
epithelioma  is  an  essential  feature  which  may  assist  in  distinguishing  the  peculiar 
type  which  precedes  the  epitheliomatous  process — properly  so-called — in  these  peculiar 
and  rare  cases  in  which  the  subsequent  epitheliomatous  ulcer  is  the  only  lesion  which 
can  be  observed  on  the  face. 

This  slowness  ot  development  considerably  lessens  the  gravity  of  prognosis  in 
senile  acne  sebace  concrete , as  it  enables  those  who  are  cautious,  and  those  medical  men 
(unfortunately  only  too  few)  who  pay  due  attention  to  it  or  who  know  how  to  treat  it, 
to  take  the  necessary  steps  to  destroy  or  cure  the  lesions. 

It  was  eight  years  after  the  first  appearance  of  the  yellow  spots  that  the  lesion  of 
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oldest  standing,  viz.,  that  situated  on  the  right  side  of  the  nose,  became  an  open  sore 
and  ulcerated ; four  years  later  it  assumed  the  size  and  depth  portrayed  on  the  photo- 
lithochrome — a lengthy  period  indeed,  but  in  keeping  with  the  general  chronicity  of 
the  seborrhoeic  epitheliomatous  process.  The  second  group  of  ulcerating  foci,  situated 
on  the  left  lower  eyelid,  has  been  epitheliomatous  for  three  years  only. 

Hereditary  tendency  to  malignant  growth  was  at  work  in  the  patient— at  any  rate 
in  the  form  of  a predisposition  in  members  of  his  own  generation,  such  as  exists,  in 
reality,  in  a much  larger  proportion  of  cases  than  statistics  generally  show. 

In  a hospital  it  is  often  difficult  to  arrive  at  a patient’s  family  history  that  can  be 
relied  upon;  but  if  in  private  practice  the  physician  will  persistently  investigate, 
extending  his  enquiries  to  the  parents,  brothers,  sisters,  and  grandparents,  the 
result  will  rarely  be  entirely  negative.  It  is  even  desirable  in  long-lived  families 
to  examine  the  children  of  old  patients,  because  in  them  one  may  detect — as  I have 
done — the  development  of  the  epitheliomatous  process  on  the  face  of  a son  or  daughter 
about  the  age  of  forty  years,  though  in  the  father  or  mother  it  may  not  appear  until 
several  years  later. 

Tt  is  true  that  under  some  circumstances  the  possibility  of  contagion  or  trans- 
mission might  be  pleaded ; but  these  questions  are  not  ripe  for  discussion,  and  the 
probability  of  constitutional  predisposition  to  atypical  cellular  development  is  at  present 
les  s uncertain. 

In  the  case  of  our  patient,  one  of  his  brothers,  who  died  at  the  age  of  seventy-five, 
had  “crusty  scales  " on  his  face,  which  always  came  again  after  their  removal;  but  he 
never  had  “wounds”;  and  a sister  who  is  alive  has  had  spots  like  his  for  ten  years, 
which  have  never  ulcerated. 

The  patient’s  age  is  quite  classical  sixtv-seven — not  for  the  period  of  first 
appearance,  but  for  that  of  regression,  ulceration,  extension,  and,  lastly,  of  infection. 

As  in  seborrheic  warts,  which  present  so  many  analogies  to  seborrhoeic  epithe- 
lioma of  the  face,  tlx*  time  of  the  first  appearance  of  the  disease  coincides  with  the 
beginning  of  integumentary  decay,  /.e.,  generally  about  the  age  of  fifty,  but  sometimes, 
especially  in  women,  it  begins  about  the  age  of  forty. 

After  the  fifties  there  is  no  great  difference  between  the  sexes  as  regards  the 
pathological  processes,  and  age  is  nearly  immaterial  for  the  development  of  epithelioma. 

His  occupation  as  a labourer,  working  in  the  fields,  exposed  to  all  the  changes  of 
weather  and  to  the  heat  of  the  sun  for  long  periods,  makes  1 1 is  case  equally  classic. 
And  this  is  correct;  but  we  must  bear  in  mind  that  it  is  the  frequency  of  severe  cases 
of  epitheliomatous  ulceration  in  agricultural  labourers  which  is  accounted  for  by  the 
skin  of  the  face  being  necessarily  exposed  to  the  action  of  the  sun  in  out-door  work, 
and  by  the  difficulties  in  the  way  of  taking  necessary  care.  fn  patients  in  easier 

circumstances  seborrhceic  epithelioma  in  an  advanced  stage  is  far  from  rare  after 
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fifty , but  greater  care  of  tlie  skin  of  the  face,  or  more  frequent  and  regular  recourse 
to  medical  advice,  diminishes  or  attenuates  later  symptoms. 

III. 

As  we  have  often  pointed  out  at  our  clinic  and  in  our  writings,  the  division 
by  authors  of  the  very  numerous  varieties  of  epithelioma  of  the  skin  will  not  stand 
the  test  of  clinical  analysis,  and  up  to  the  present  only  futile  attempts  have  been 
made  on  imperfect  grounds  to  classify  them,  either  according  to  their  nature,  their 
pathogeny  (parasitism  ?),  their  primary  anatomical  seat,  or  their  supposed  relationship 
to  glandular  structures. 

We  only  recognize  two  kinds  of  primary  epithelioma  of  the  skin — one  superficial , 
situated  at  first  in  the  lower  layer  of  the  epidermis  ( superficial  epitheliodermaj , the  other 
deep , truly  nodular,  u dermatographic  ” — that  is  to  say,  developing  primarily  in  the 
corium,  and  only  secondarily  affecting  the  surface  as  a secondary  process  (deep 
epithelioderma) . Each  may,  by  downward  or  upward  development,  produce  mixed 

varieties. 

Of  superficial  epithelioma  of  the  skin  we  recognize  two  chief  forms : beaded 
( perle ) and  multiform.  Our  patient’s  disease  belongs  to  the  second  class,  which,  instead 
of  beginning  as  a bead-like  papule  and  developing  from  it,  first  shows  itself  by  the 
most  multiform  changes.  It  only  subsequently  and  secondarily  acquires  its  charac- 
teristic features  of  morphology  and  evolution.  Warts,  mevi  of  all  kinds,  post-traumatic 
epidermic  changes  (“  epidermo-dermites”),  simple  hyperkeratosis,  eczematous  or 
psoriasiform  patches,  senile  scborrhoea  concreta,  etc.,  etc.,  all  may  represent  the 
substratum,  or  constitute  the  first  step  towards  the  production  of  the  protean  epithe- 
lioderma, which  will  only  acquire  its  epitheliomatous  character  later  on  by  virtue  of 
certain  conditions — as  yet  ill-defined — of  anatomical  seat,  of  pathogenic  cause,  of 
microbic  association,  or  of  other  unknown  factors.  In  none  of  these  circumstances  do 
we  consider  the  epithelioma  as  a degeneration  in  the  true  sense  of  the  word,  for  though 
an  element  of  tissue  or  an  organized  group  of  such  elements  may  be  invaded,  altered, 
or  destroyed,  it  never  happens  that  these  elements  are  themselves  transformed  into 
another  or  other  elements  ; the  other  here  is  a new  formation — an  “ epigenesis.” 

The  variety  of  forms  of  epithelioma  does  not  imply  difference  in  their  nature  : 
nothing  is  more  common  than  to  see  on  a cicatrix  of  senile  sebaceous  epithelioma 
fresh  growth  taking  the  form  of  pearly  epitheliomatous  beads ; and  it  is  not  rare  to 
see  several  different  types  of  epithelial  growth  on  the  same  visage.  This  fact  cannot 
be  doubted,  but  its  accepted  interpretation  is  unsatisfactory ; and,  provisionally,  we  can 
only  accept  the  opinion  expressed  by  W.  Dubreuilii,  the  learned  dermatologist  of 
Bordeaux,  relative  to  a case  of  multiple  epithelioma  of  different  types,  when  he  says : 
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“ One  might  admit  that  a common  cause,  parasitic  or  otherwise,  could  produce  different 
varieties  of  epithelioma  according  as  it  attacked  epidermic,  glandular,  or  other  kinds  of 
cells.  But  our  present  knowledge  of  the  starting  point  of  epithelioma  of  the  skin  is 
so  limited  as  to  make  it  impossible  to  recognize  it  in  most  cases."1  [Vide  Archives 
Cliniques  de  Bordeaux , July,  1894  ; and  Travaux  de  la  Clinique  dermatologique  du 
Dr.  AY.  Dubreuilh,  1894,  8vo,  p.  117.) 

As  far  as  epithelioma  of  seborrlioeic  origin  is  concerned — the  first  phase  of  which 
may  be  compared  to  the  leucoplakial  phase  of  epithelioma  of  the  tongue — it  assumes  a 
sebaceous  appearance  at  the  beginning,  and  is  not  in  reality  an  acne  sebacea  properly 
so-called.  The  primary  chronic  condition,  the  initial  spot  which  attracted  Biett’s 
attention  without  being  understood  by  him,  but  which  Cazexave  describes  as  “ partial 
acne  sebacea,"  is  not  true  acne  sebacea.  Seborrlioea  concreta,  to  which  this  term 
belongs,  is  not  a disease  of  senile  skin,  but  a disease  of  young  and  adult  skin,  and  is 
neither  clinically  nor  anatomically  identical  with  the  primary  spot  of  senile,  superficial 
seborrlioeic  epithelioma.  True  seborrlioea,  the  acne  sebacea  concreta  of  youth  and 
adult  age,  maintains  its  type  unaltered  as  long  as  it  lasts,  and,  not  being  epithelio- 
matous,  cannot  become  so. 

Cases  of  “ acne  sebacea  degenerated  into  epithelioma " are  simply  cases  of 
epithelioma  with  sebaceous-like  onset,  the  lesion  of  which  from  the  very  commence- 
ment is  an  epithelioma  of  the  skin.  It  is  in  this  form,  as  Cazenave  pointed  out,  that 
“ it  is  not  rare  to  meet  with  it  in  old  men  in  numerous  disseminated  patches." 


IY. 

The  number  of  lesions  the  patient  had,  and  the  stage  they  had  severally  reached 
on  the  two  different  places — the  nose  and  the  lower  eyelid — made  therapeutic 
interference  difficult  and  complicated,  but  we  were  not  inclined  to  renounce  it. 
The  patient,  however,  thought  differently  ; for  he  left  the  hospital  after  a stay  of 
only  ten  days. 

The  case  is  useful,  as  showing  the  consequences  of  neglect  of  treatment  of  the 
disease  in  its  first  stage,  not  only  for  remedying  existing  trouble,  but  for  preventing 
the  increase  in  number  of  the  affected  areas  on  the  face.  Seeing  the  number  of 
isolated  epitheliomatous  spots,  and  verifying  their  successive  development,  one  is 
bound  to  enquire  whether  auto-inoculation  plays  no  part  m this  multiplication, 
which — rapidity  apart — spreads  as  it  does  in  impetigo. 

As  soon  as  one  spot  appears  it  is  necessary  not  only  to  destroy  it  promptly — 
lor  this  can  lie  the  more  readily  done,  the  more  limited  and  the  more  recent  the 
lesion- — but  also  to  suppress  any  condition  favourable  to  its  spread. 

At  the  same  time  it  will  be  advisable  for  the  person  affected  to  pay  henceforth 


82 


THE  MUSEUM  OF  THE  SAINT  LOUIS  HOSPITAL. 


greater  attention  to  the  care  of  the  face,  and  to  protect  it  from  ordinary  causes  of 
irritation,  which  may  all  lead  to  fresh  outbreaks.  We  advise  the  face  to  be  washed 
night  and  morning  with  warm  water,  to  half  a litre  of  which  has  been  added  either 
from  ten  to  twenty  drops  of  Lysol,  or  from  live  to  ten  grammes  of  “ coal  tar  saponine,” 
or  from  ten  to  twenty  grammes  of  glycerine,  containing  two  or  three  per  cent,  of  borate 
of  soda,  etc.  The  face  should  not  be  washed  and  dried  with  a sponge  or  towels 
which  have  been  in  habitual  and  prolonged  use,  but  with  absorbent  cotton  or  cloths, 
which  must  be  boiled  every  time  after  they  are  used. 

When  the  spots  first  appear  they  should  be  rubbed  at  night  with  soft  potash 
soap,  or  covered  during  the  night  with  little  patches  of  Vigo's  plaster  or  of  resorcin 
plaster.  In  the  morning,  after  general  attention  has  been  paid  to  the  face,  it  should  be 
rubbed  with  absorbent  cotton  wool,  steeped  in  alcohol,  saturated  with  boric  acid,  simple 
or  petroleic  ether,  chloroform,  etc. 

If  the  result  is  insufficient,  recourse  may  be  had  to  a series  of  local  applications  of 
glacial  acetic  acid,  applied  only  to  the  spot  itself  with  a small  stick  or  match  dipped  in 
the  acid,  and  care  being  taken  that  it  does  not  “ run.”  The  application  is  to  be 
repeated  if  necessary  when  the  epidermal  scab  has  come  oft',  i.e.,  at  the  end  of  a week 
on  the  average. 

But  if  the  lesion  is  in  the  second  stage  the  safest  thing  to  do  is  to  scrape  the  spot, 
which  has  been  previously  rendered  aseptic,  and  to  treat  it  by  “ interstitial  cauteriza- 
tion " with  the  aid  of  the  finest  points  of  the  electro-cautery — electro-caustic  tattooing® — - 
or,  failing  this,  with  the  thermo-cautery,  employed  in  this  same  way  as  we  have 
described  in  our  translation  of  Kaposi,  t.  II.,  Appendice  des  Traducteurs,  p.  696  et 
seq.  We  do  not  say  that  this  is  the  only  method  of  treatment,  and  the  medical  mail 
can  still  use  the  chemical  caustic  methods ; but  as  far  as  the  particular  form  of  epithe- 
lioma dealt  with  in  this  number  is  concerned,  it  is  the  method  we  now  use  both 
in  hospital  and  private  practice.  After  cauterization  our  usual  dressing  is  as  follows 
during  the  day,  immediately  after  cauterization,  aseptic  adhesive  goldbeater’s  skin; 
during  the  night,  patches  of  zinc  plaster,  or  lint  compresses  steeped  in  an  aqueous 
solution  of  resorcin  (1  in  200),  or  small  starch  poultices.  Between  the  day  and  night 
dressings,  cleanse  with  absorbent  cotton  steeped  in  the  resorcin  solution  or  in 
percbloride  of  mercury  solution.  If  destruction  has  been  incomplete,  repeat  the 
cauterization  once  or  twice  after  cicatrization.  If  epithelioma  is  already  present  when 
the  medical  man  is  called  in — i.e.,  if  the  lesion  is  at  the  end  of  the  second  stage,  or  has 
reached  the  third  or  fourth — -special  treatment  of  the  primary  form  of  the  epithelioma 
is  no  longer  indicated,  and  treatment  is  the  same  as  for  epithelioma  in  general. 
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MYCOSIS  FUNGOIDES. 

ALIBEPtT’S  DISEASE. 


Model  by  Baeetta,  in  the  Museum  of  the  Saint  Louis  Hospital,  Ho.  1458,  made  in  the  year  1889,  from 

a patient  under  the  care  of  M.  Ernest  Besnier. 


The  photo-lithochrome  accompanying  this  number  illustrates  a perfectly  typical  case 
of  the  disease  described  by  Alibert  under  the  redundant  name  of  Mycosis  Fungoides, 
which  lias  been  individualized  and  placed  under  a definite  heading  in  Dermatology 
by  Bazin  and  his  pupils.* 

Mycosis  fungoides  is  frequently  enough  met  with  to  justify  practitioners  in 
studying  it  carefully,  although  it  was  at  first  considered  rare,  mainly  on  account  of  its 
proteiform  nature  and  the  polymorphism  of  its  manifestations,  its  periods  of  quiescence 
or  of  temporary  remissions,  and  the  frequently  very  prolonged  duration  of  the 
malady  itself. 

I. 

The  patient,  from  whose  thorax  the  lesions  represented  in  our  photo-lithochrome 
were  modelled  by  Baretta  in  1889  (reduced  about  a quarter  in  size),  was  a hairdresser, 
aged  forty-seven.  Age  and  sex  form  no  absolute  criterion  in  mycosis  : yet  it  is  most 
commonly  observed  at  middle  age,  or,  at  any  rate,  generally  shows  itself  then,  and 
it  is  decidedly  more  frequent  in  men  than  in  women. 

As  in  almost  all  cases,  there  was  nothing  specially  noteworthy  in  the  history  of  our 


* Alibert  first  described  it  in  1812,  and  called  it  Plan  fongo'ide.  Fra  nibcesia  mycoides.  It,  an  well  as  the 
plate  illustrating  the  disease,  may  be  found  in  the  ninth  number  of  the  large  folio  work  dated  1800-1827,  and 
entitled  : “ Description  des  Maladies  de  la  Peau  observees  a.  VHopital  Saint  Louis,  et  Exposition  des  Meilleures  Methodes 
deles  Guerirf  p.  157  and  PI.  XXVI,  The  title  “ Plan  fungoide  ” is  retained  in  the  two  editions,  small  octavo,  of 
the  “ Precis  Theorique  et  Pratique  sur  les  Maladies  de  la  Peau ,”  2nd  edition,  1822,  p.  126  ; and  it  is  only  in  the  second 
volume  of  the  “ Monographic  des  Dermatoses ,”  large  octavo,  Paris,  1835,  p.  413,  and  in  the  quarto  edition  of  the 
same  year,  p.  594,  that  the  term  “ Mycosis  fungoides ” is  used  to  specify  the  second  of  the  three  kinds  of  the 
mycosis : framboise,  fongo'ide,  syphiloide.  All  that  Bazin  and  his  followers  did  was  included  by  him  in  his  article  on 
Mycosis  Fungoides  in  the  “ Dictionnaire  ency elope 'digue  des  Sciences  medicales,”  2nd  series,  Vol.  XI.,  1876,  p.  180. 
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patient.  His  parents  had  both  lived  to  over  eighty ; there  was  no  hereditary  taint ; 
none  of  his  ancestors  nor  of  his  own  generation  had  suffered  from  skin  diseases ; he 
himself  lived  a regular  life  and  enjoyed  the  best  of  health  when  the  first  pathological 
symptoms  appeared ; and  no  cause  of  any  kind  could  be  discovered,  though  most 
carefully  sought  for.  Such  is  the  usual  state  of  things. 

The  first  signs  of  skin  trouble  occurred  in  his  case  about  1871,  in  the  form 
of  attacks  of  pruritus , with  nocturnal  paroxysms , worst  in  winter,  but  unaccompanied 
by  eruption.  In  1872  he  first  noticed  smooth  red  patches  on  the  trunk  and  abdomen, 
varying  in  intensity,  but  always  extremely  pruriginous.  In  1873  there  was  a lull.  In 
1874  an  exacerbation  of  the  disease  compelled  the  patient  to  enter  the  Saint  Louis 
Hospital.  He  stayed  there  two  months,  and  was  discharged  with  the  diagnosis 
of  “ prurigo.” 

In  1875  he  came  under  Lailler,  who  got  Baretta  to  make  a cast  of  the  lesions,  and 
placed  the  specimen  in  the  Museum — No.  347 — labelled,  as  it  still  is,  “ Lichen  ruber,?” 
The  whole  body  presented  finely  papular  areas  of  a common  variety  of  the  bad  Un- 
developed lichenoid  patches  which  occur  in  the  initial  stage  of  mycosis. 

In  1876  he  had  very  frequent  attacks  of  boils,  succeeded  in  the  following  years 
by  recurrence  of  the  previous  eruptions  with  severe  and  rebellious  pruritus.  Discouraged 
by  the  failure  of  all  treatment,  and  his  general  health  being  good,  the  patient  gave  up 
seeking  medical  aid,  and  went  back  to  his  business. 

Not  until  1887 — i.e.,  sixteen  or  seventeen  years  after  the  onset  of  pruritus  and 
cutaneous  eruptions — did  the  patient  return  to  the  hospital,  because  in  the  preceding  few 
months  round,  red,  pea-like  projections  (one  of  which  had  already  spontaneously 
disappeared)  had  developed  on  the  red  squamous  patches  over  the  front  of  the  thorax. 
But  in  the  following  months  the  small  knob-like  tumours  became  united  at  their  bases 
by  diffuse  swelling,  which  spread  from  right  to  left  towards  the  axilla,  and  from  that 
time  to  his  death  the  production  and  evolution  of  tumours  never  ceased  for  a moment. 
All  the  nodosities  did  not  undergo  the  same  uniform  process : some  softened  more  or  less 
rapidly  in  the  centre,  broke  down,  ulcerated,  leaving  craters  with  yellowish  bases, 
wide,  gaping  openings,  and  suppurating  freely. 

During  the  year  1888  the  increase  in  number  and  agglomeration  of  the  tumours 
formed  a kind  of  cuirass  over  the  thorax.  Around  it  lichenoid  patches  continually 
formed,  and  soon  small  knob-like  tumours  : numerous  hypertrophic  patches  developed 
on  the  neck,  around  the  axillae,  on  the  posterior  part  of  the  thorax,  along  the  crest 
of  the  ilium ; there  were  very  few  on  the  limbs,  but  a few  small  ones  about  the  knees. 
Simultaneously  some  of  the  patches  or  tumours  healed  imperfectly,  among  these 
latter  being  some  of  those  which  had  been  opened,  leaving  a prominent  and  irregular 
cicatrix.  With  the  exception  of  an  acute  phlegmon  of  the  left  axilla  the  patient’s 
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health  was  satisfactory ; he  suffered  little  or  not  at  all , except  from  the  persistent 
pruritus ; appetite  was  maintained  and  general  nutrition  good.  There  was  neither 
leucocythgemia  nor  enlargement  of  spleen,  although  all  the  lymphatic  glands, 
especially  those  of  the  axillae,  were  very  large. 


1,  Eczematoid  premycosie  zone  undergoing  nodular  proliferation ; 2,  5,  Postmycosic  cicatricial  area ; 3,  20, 
Nodules  undergoing  ulceration,  ulcerated  in  patches,  with  reddish  granular  base  already  tinged  with  yellow ; 
4,  Large  tumour  in  the  second  stage  of  ulcerative  retrogression,  edges  irregularly  polycylic,  yellowish  base,  with 
core  ; 6,  7,  18,  Portions  of  tumour  not  yet  softened,  forming  a circumferential  collar,  and  giving  the  nodosity 
the  appearance  of  a gumma  in  process  of  retrogression  ; 8,  Group  of  nodules  arising  by  the  side  of  cicatrices 
of  extinct  “craters”;  9,  Coalescing  nodules;  10,  15,  Medium-sized  nodules  not  yet  ulcerated;  11,  Group  of 
nodules  ulcerative  from  the  first,  developed  on  an  eczematoid  patch,  forming  an  ulceration  with  yellowish  base 
like  that  of  the  “craters”;  1 1 bis,  Group  of  rapidly  formed  nodules  on  an  apparently  healthy  surface;  11  ter, 
A rapidly  ulcerating  nodule ; 12,  Eczematoid,  squamous,  premycosie  zone ; 13,  Ordinary  lichenoid  premycosie 
zone,  similar  to  those  which  appeared  and  disappeared  for  many  years  all  over  the  body ; 14,  Lichenoid  zone 
forming  a peripheric  collar  (Hardy’s  “ Hypertrophic  lichen  ”)  ; 16,  19,  Large  coalescent  tumours,  deformed  by 
contact,  in  advanced  retrogression,  collapsed;  17,  Ulcerated  nodule  in  the  second  stage,  a “crater”  beginning 
to  form  with  a yellow  base;  21,  Collar  in  advanced  state  of  degeneration;  22,  Group  of  small  nodules  in 
process  of  development  on  a lichenoid  patch ; 23,  Small  nodules  arising  from  apparently  healthy  skin ; 24, 
Cutaneous  zone  without  macroscopic  changes  ; 25,  26,  Miliary  nodules. 

Emaciation  set  in  only  when  the  lesions  had  advanced  as  far  as  is  shown  in  our 
photo-lithochrome,  although  the  appetite  remained  good  and  the  amount  of  food 
taken  satisfactory.  Very  acute  proliferative  changes  showed  themselves  at  the  same 
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time  on  different  parts,  even  wliere  the  lichenoid  changes  had  been  quiescent  for 
years ; and,  on  other  parts,  remains  of  the  old  condition  persisted  in  the  form  of 
polymorphous  patches  with  obstinate  pruritus.  The  patient,  who  had  been  very 
courageous  up  to  now,  began  to  be  anxious. 

In  the  following  year,  1890,  the  disease  progressed  rapidly.  Tumours  developed 
quickly  at  the  base  of  the  left  arm ; many  of  what  had  been  tumours  in  the  preceding- 
stages  were  replaced  by  white  cicatrices  intermingled  with  deeply  ulcerating  nodosities. 
In  the  month  of  March  the  polymorphous  patches  over  the  lumbar  region,  buttock, 
hip,  inside  of  the  left  thigh,  genito-crural  fold,  liypogastrinm,  crest  of  the  ilium, 
and  left  scapula,  began  to  proliferate  and  to  form  tumours.  The  patient  complained 
of  difficulty  in  swallowing,  and  deep  ulcerations  with  jagged  edges  appeared  in 
the  pharynx,  followed  by  oedema  of  the  lower  limbs  and  scrotum,  without  albuminuria. 
Then,  in  April,  a sacral  bedsore  formed,  with  loss  of  appetite  and  refusal  to  take  food ; 
rapid  emaciation  and  weakness  occurred ; the  lichenoid  and  pruriginous  patches 
persisted,  but  all  the  tumours  shrank  and  the  ichorous  secretion  diminished  greatly. 
A little  albumen  appeared  in  the  urine;  oedema  became  generalized;  permanent 
delirium  set  in,  and  the  patient  died  after  a short  period  of  agony  on  May  22nd. 

No  important  macroscopic  lesion  was  observed  other  than  increase  in  size  of  the 
spleen,  and  tumefaction  with  ulceration  about  the  upper  laryngeal  orifice,  aryteno- 
epig-lottidean  folds,  and  posterior  surface  of  the  larynx.  The  trachea,  lungs,  pleurae, 
alimentary  canal,  and  liver  were  all  normal. 

II. 

Thus  in  our  patient,  as  is  the  case  with  very  rare  exceptions,  the  disease  went 
through  two  very  distinct  phases  or  stages;  the  one,  initial,  primary,  germinal,  the 
duration  of  which  may  be  very  lengthy — since  it  lasted  in  this  case  more  than  eighteen 
years ; the  other,  ulterior,  terminal,  secondary,  active,  of  much  shorter  duration. 

During  the  first  period  the  cutaneous  eruptions  may  be  exceedingly  polymorphic  : 
generalized  or  localized,  erytJirodermice  and  erythrodermatites;  lichenoid , eczematoid , or  psori- 
asiform eruptions,  forming  figures  or  not,  ill  defined,  benign  in' appearance,  but  remarkable 
for  their  exceedingly  rebellious  nature,  but  liable  to  rapidly  disappear,  to  become  instan- 
taneously cured, , sometimes  entirely  so  to  all  appearance,  but  also  and  at  the  same  time 
accompanied  by  obstinate  pruritus. 

Whilst  this  phase  lasts  the  health  is  good,  nutrition  normal,  strength  maintained, 
and  the  patient  is  not  uneasy. 

In  the  second  stage  the  disease  unexpectedly  manifests  great  activity,  either  in 
its  entirety  or  in  separate  regions,  or  (very  exceptionally)  without  any  preliminary 
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macroscopic  lesion.  The  efflorescences  which  are  present  become  infiltrated,  succulent, 
oedematous,  congested,  passively  hyperexudative,  and  bulhe  develop  either  over  their 
surface  or  at  their  periphery.*  Infiltrated  areas : oozing,  ichorous,  eczematoid,  moist, 
crusted,  sordid  and  foetid  patches;  furunculoid  or  ecthymatoid  folliculites  develop; 
rounded  tumours  of  all  sizes,  shaped  like  tomatoes  or  bunches  of  raspberries,  vegetating, 
sarcomatoid,  which  grow  and  cicatrize  partially  and  temporarily  ; the  tumours  soften, 
ulcerate,  and  form  craters  like  those  formed  by  ulcerating  gummata.  During  all  these 
stages  the  mycosic  elements  may  undergo  entire  retrogression — without  cicatrix,  if 
resolution  began  before  ulceration;  if  after,  with  cicatrix.  All  these  phenomena — 
primary  lesions,  secondary  lesions,  retrogression  of  one  or  the  other — may  coincide 
and  be  produced  in  a given  time,  even  during  the  cachexial  period  up  to  the  very  last. 
In  this  stage  the  general  health  alters  and  the  patient  becomes  rapidly  thinner , more 
or  less  rapidly  according  to  the  extent,  the  degree  of  proliferation,  the  rapidity  of 
infective  phenomena,  and  the  visceral  changes;  cachexia  is  established  and  death 
supervenes  in  cases  of  generalized,  very  extensive,  or  rapidly  acute  disease.  It  would 
be  extremely  interesting  to  give  a description  of  the  very  numerous  clinical  forms  which 
Alibert’s  disease  can  assume,  from  the  partial,  subacute  forms,  malignant  from  the 
start,  to  the  generalized  and  long-quiescent  forms,  which  terminate  in  cachexia  only 
by  slow  degrees;  from  the  partial,  quiescent,  benign  forms  amenable  to  treatment,  to 
the  pernicious  lymphodermic  forms  which  closely  connect  mycosis  with  lymphadenoma. 
But  this  observation  does  not  allow  of  the  developments  necessary  to  make  such  points 
clearly  understood : we  shall  limit  ourselves  to  briefly  adding  two  considerations 
of  practical  value,  not  alone  to  dermatologists,  but  to  medical  men  generally .1* 


* The  bullous  mode  of  development  of  mycosis  in  the  active  stage  is  conclusively  proved  by  a case  under 
our  care.  The  patient  had  been  in  the  initial  doubtful  stage  for  more  than  twelve  years.  We  had  long  suspected 
that  it  was  Mycosis  fungoides  in  the  germinal  stage ; but  as  years  went  by  and  the  disease  never  got  beyond  this, 
although  it  spread  by  degrees  to  the  upper  limbs  and  trunk,  and  invaded  the  plantar  regions,  we  were  still  hesitating 
when,  more  than  ten  years  after  the  onset,  characteristic  phenomena  supervened,  and  the  active  proliferative 
stage  set  in.  It  appeared  in  two  distinct  forms  : (a)  small  fungoid  tumours  the  size  of  a hazel  nut  or  filbert 
arose  at  the  edge  of  two  very  old  patches,  which  were  but  slightly  infiltrated  ; ( b ) dermic  infiltration  of  a large 
number  of  patches  with  annular  phlyctenulae  and  fungoid  vegetations  at  their  periphery,  some  complete  bullous 
patches  growing  on  old  lichenoid  patches,  true  “ pemphigus  vegetans  ” — “ elat  fongoide  et  bulleux  ” — forming 
either  proliferative  discs  or  true  fungoid  rings  with  wide  edges  raised  from  one  to  two  centimeters,  covered  with 
crusts,  ulcerating,  and  forming  foetid  ichorous  wounds. 

It  was  at  least  twelve  or  thirteen  years— possibly  fourteen  or  fifteen — after  the  disease  began  that  nutrition 
began  to  suffer,  and  about  a year  and  a half  later  cachexia  supervened  and  ended  in  death. 

In  the  second  and  much  more  difficult  case,  a bulla,  which  grew  quickly  on  an  erytliematoid  base,  formed 
the  first  eruptive  symptom  from  which  the  typical  tumour  immediately  and  quickly  sprung — malignant  mycosis 
fungoides  with  speedy  fatal  conclusion. 

t On  the  entire  question  of  Mycosis  as  far  as  it  concerns  us,  see—  -1"  les  Notes  ct  Appendices  de  la  Traduction 
fran^aise  de  Kaposi,  premiere  edition,  t.  II.,  pp.  143-115,  Paris,  14S1,  et  seconde  edition,  t.  II.,  pp.  G14-636,  Paris, 
1881.  2°  Lymphomatose  cutanee  generalises  ou  dermatite  lympho'ide  generalise e,  avec  nodules,  plaques,  et  tumeurs  ; 

lymphodermie  pernicieuse  de  Kaposi,  in  Reunions  cliniques  de  V Hupital  Saint  Louis  pendant  V Annce  scolaire  1888-S'J, 
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1.  In  all  cases  of  doubtful  pruri.gi.nous  skin  disease,  persistent,  not  amenable  to 
ordinary  treatment,  whether  it  be  like  some  indeterminate  “ erythrodermia,”  or 
psoriasis,  or  eczema,  squamous,  diffuse,  discoid,  or  circinate,  or  like  an  urticaria  not 
amenable  to  treatment,  lichenoid  prurigo,  etc.,  the  question  of  the  possibility  of 
Mycosis  fungoides  in  an  early  stage  must  be  considered.  The  physician  who 
remembers  this  will  avoid  more  than  one  error  and  more  than  one  miscalculation. 

2.  The  initial  premycosic  stage  is  not  an  incubation  period  properly  so-called, 
but  is  the  disease  in  action,  not  only  in  the  parts  which  show  lesions,  but  also  in  the 
apparently  healthy  parts,  where  its  subjective  manifestation  is  itching.  Eruptions 
called  “ premycosic,”  from  the  most  abortive  types  up  to  the  great  erythro-lympho- 
dermatites,  are  of  the  same  elementary  essential  nature,  and  differ  in  degree  but  not 
in  character  of  the  lesions.  Hence  the  conclusion  is  arrived  at  that  clinical  teaching 
will  now  find  in  a “ biopsy  ” a valuable  means  of  confirming  or  invalidating  a dubious 
diagnosis,  thanks  to  the  most  recent  works  on  the  histology  of  the  disease  by 
Philippson,  Darier,  Leredde,  Malherbe,  etc. 


III. 

The  long  duration  of  the  disease,  the  possibility  of  its  spontaneous  cure  (however 
rarely  met  with),  the  certainty  of  complete  spontaneous  retrogression  of  the 
efflorescences  of  the  skin  in  the  primary  stages,  and  even  of  large-sized  tumours,  all 
lead  one  to  hope  that  remedies  will  one  day  be  found  to  arrest  Alibert’s  disease.  But 
up  to  now  no  drug  has  been  found  to  act  on  mycosis  as  mercury  does  on  syphilis, 
or  iodide  of  potassium  on  actinomycosis. 

In  our  patient,  iodide  of  potassium,  administered  perseveringly,  and  on  several 
occasions,  seemed  to  act  favourably  for  two  or  three  years,  but  it  did  not  prevent  the 
development  of  the  infective  stage.  It  is  true  we  did  not  push  the  doses  to  the  extent 
to  which  we  now  know  they  may  be  pushed. 

Arsenic  given  internally  was  unsuccessful ; it  would  be  advisable  to  make  fresh 
attempts  hypodermically  : we  are  now  treating  a case  in  this  way. 

The  same  observation  should  be  made  with  regard  to  the  administration  of 
mercurials,  which  should  also  be  tried  by  subcutaneous  injection. 

Serum-therapeutics  might  also  be  utilized.  We  have,  along  with  Darier,  used 
repeated  injections  of  “antistreptococcic  serum  ” in  a patient  under  our  conjoint  care: 


p.  138,  et  Ann.  de  Dermatologie,  1889,  p.  547. — 3°  Deux  observations  nouvelles  pour  servir  d Vkistoire  clinique  dn 
Mycosis  fongoide,  et  particular  ement  de  la  periode  premycosigue  de  cette  maladie.  Bulletin  de  la  Soc.  f rang . de 
Dermat.  et  de  Syph.,  Mars,  1892,  p.  106,  et  Ann.  de  Dermatologie,  1892,  p.  243.-  4°  Sur  les  erythrodermies  du 
Mycosis  fongoide  (en  collaboration  avec  M.  Haleopeau),  Congres  international  de  Vienne,  1892,  p.  161. 
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we  discontinued  them  after  noticing  that  their  effect  seemed  to  he  to  cause  more  active 
proliferation  of  the  lesions.  But  we  are  bound  to  add  that  this  increase  in  the  spread 
of  the  disease  ceased  soon  after  we  left  off  the  injections.  Further  investigations  will 
probably  account  for  this. 

Local  treatment  is  merely  palliative,  and  cannot  be  considered  as  curative  except 
in  cases  in  which  the  lesions  are  slow,  dry,  and  localized.  Ablation  may  be  performed 
without  relapse,  as  we  have  twice  proved,  and  as  can  be,  or  could  be,  proved  by 
“ biopsies.”  Growths  can  also  be  destroyed  by  the  thermo-  or  electro- cautery,  or 
by  different  forms  of  caustic. 

When  the  efflorescences  are  dry  and  numerous,  pruritus  may  be  considerably 
relieved  by  the  use  of  carbolic  and  menthol  zinc  paste  composed  as  follows  : — 


Vaseline 

Oxide  of  zinc 
Menthol 
Carbolic  acid  . 


aa  50  gr. 

aa  0 gr.  50  to  1 gr. 


By  tepid  intermittent  douches,  lasting  from  two  to  three  minutes,  like  those 
used  by  Jacquet  for  neurodermal  diseases  in  general  and  in  particular  for  lichen 
planus. 

By  lotions  to  the  body  at  37°  or  38°  Centigrade  lasting  some  minutes,  containing 
20  to  40  drops  of  lysol,  or  20  to  40  grammes  of  coal-tar  saponine,  to  the  litre  of 
hot  water,  etc.,  etc. 

Where  the  eruption  is  in  patches,  limited  in  area,  pyrogallic  plasters,  5 to  10  per 
cent.,  may  be  applied. 

Hie  sarcomatoid  tumours  of  mycosis  may,  as  Vidal  suggests,  be  treated  by 
pyrogallol  ointment,  10  to  20  per  cent.,  care  being  taken  to  protect  the  surrounding 
skin,  and  to  keep  an  eye  on  the  urine  in  order  to  leave  off  their  application  as  soon 
as  it  assumes  the  brown  shade  indicative  of  early  toxic  symptoms. 

Camphorated  naphthol  may  be  used  with  partial  or  temporary  success  in  the  same 
way  on  limited  spots  if  the  kidneys  and  urine  are  watched,  or  as  injections  in  the 
sarcomatoid  tumours,  as  Brocq  lias  done. 


In  the  stage  of  ulceration  recourse  must  be  had  to  the  most  vigorous  asepsis : 
cotton-wool  dressings,  gauze  saturated  with  iodoform,  salol,  or  carbolic  acid,  without 
relaxing  the  necessary  caution  to  avoid  toxic  symptoms. 

Finally,  in  cases  of  considerable  conglomerate  ulceration  we  have  relieved  the 
patients  and  protected  their  neighbours  or  the  nurses  against  the  extreme  offensiveness 
of  the  mycosic  suppuration  by  the  use  of  subnitrate  of  bismuth  with  2 to  10  per  cent. 
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of  salol.  The  powdering-  is  done  by  insufflation ; the  powdered  parts  are  covered 
by  aseptic  gauze  and  protected  by  cotton-wool  dressings.  We  have  never  seen  toxic 
symptoms  due  to  either  bismuth  or  salol,  but  great  care  must  be  taken  and  a constant 
watch  kept  in  the  use  of  all  antiseptic  dressings  to  ulcerated  parts. 

ERNEST  BESNIER. 


[The  word  Ery th rodermia  lias  been  introduced  into  dermatological  terminology  by 
Dr.  Besnier  to  connote  extensive  areas  of  reddened  skin,  usually  accompanied  by  some 
degree  of  infiltration.  It  involves  merely  a provisional  opinion  as  to  the  nature  of  the  lesion. 

As  an  incentive  to  further  trials  of  Serum  Therapeutics  in  Mycosis  fimgoides,  it  may 
he  borne  in  mind  that  Bazin’s  first  case  entirely  and  permanently  recovered  after  an  attack 
of  erysipelas. 

Synonyms  for  Mycosis  fungoides  are  : — Granuloma  fimgoides  (Austritz,  Payne,  etc.), 
Pibroma  fungoides  (Tilbury  Fox),  Inflammatory  fungoid  neoplasm  (Geber,  Duhring),  Lepre 
indigene  (Guerard),  Lvmphadenie  cutanee  (Gillot),  Lymphodermia  perniciosa  (Kaposi), 
Multiple  fungoid  papillomatous  tumours  (Kobncr),  and  probably  Eczema  liypertrophicum  or 
tuberculatum  (Erasmus  Wilson). 

Reference  may  further  be  made  to  the  Editor’s  article — Mycosis  fungoides — in  the  Second 
Edition  of  “ Quain’s  Dictionary  of  Medicine.” — J.  J.  Pringle.] 
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PLATE  XIV. 


PSORIASIS. 

Model  by  Baretta,  in  the  Museum  of  the  Saint  Louis  Hospital,  No.  1040,  made  in  the  year  1885 
from  a patient  under  the  care  of  Professor  Fournier. 


Psoriasis  is  one  of  the  commonest  skin  diseases,  and  the  adjoining  plate  illustrates 
a mild  but  typical  case. 

The  eruption  of  psoriasis  takes  the  form  of  well-defined  and,  most  frequently, 
rounded  patches,  covered  with  abundant,  dry,  bright,  and  generally  whitish  scales, 
the  skin  underneath  them  being  red  and  shining,  and  bleeding  readily.  This  redness 
extends  a little  beyond  the  scales  and  encircles  them  with  a coloured  border,  which 
is  distinctly  visible  on  the  plate. 

The  size  of  the  eruptive  elements  varies;  it  is  also  usual  for  them  to  assume  the 
most  varied  forms  in  one  and  the  same  patient. 

Sometimes  they  appear  as  small  papules  the  size  of  lentils,  or  like  wax  that 
has  been  dropped  and  stuck  on  the  skin  ( psoriasis  guttata).  In  the  plate  some  of 
these  may  be  seen  on  the  skin  of  the  penis  and  on  the  upper  part  of  the  arm ; 
this  is  the  usual  appearance  in  the  initial  stage.  Sometimes,  by  coalescence  of  several 
patches,  or  by  the  excentric  development  of  each  one,  the  patch  may  attain  the 
size  of  a coin — a franc  piece  or  a,  five-franc  piece — whence  the  name  'psoriasis 
nummularis  frequently  applied  to  this,  the  commonest  form  of  the  malady.  By 
extension  and  fusion  of  these  different  spots  the  patches  may  become  so  large  as 
to  entirely  cover  some  parts  of  the  body — half  the  back,  half  a limb — especially 
in  old-standing  cases. 

Sometimes  the  lesions  assume  a more  or  less  circular  shape  ( psoriasis  annularis , 
lepra,  Will  am)  \ or  they  present  a figured,  festooned  appearance,  with  the  most 
peculiar  geographical  outlines ; this  form  is  known  as  psoriasis  g grata. 

The  accompanying  woodcut  (Specimen  No.  242  from  the  Museum)  of  the  back 
of  another  patient  with  psoriasis  shows  these  different  forms : in  the  centre  psoriasis 
guttata  is  seen,  and  some  psoriasis  nummularis , and  at  the  side  large  circles 
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typical  of  the  variety  last  described.  The  thickness  of  the  scales  in  this  specimen 
is  quite  extraordinary,  where  they  constitute  large,  whitish  grey  masses  several 
millimeters  in  thickness. 

Scales  are  evidently  the  most  characteristic  elements  of  this  eruption.  One 
may  say  they  are  never  absent,  even  in  its  most  initial  stage,  when  they  may  be  seen 


with  a magnifying  glass  (E.  Besnier).  The  scales  are  generally  whitish  grey  anc 
shining;  they  are  easily  lifted  up  and  detached,  sometimes  one  scratch  of  the  nai 
being  sufficient  to  detach  the  scale  whole  from  the  small  spots;  the  skin  underneatl 
is  then  left  a bright  red,  and  from  the  exposed  papules  a few  drops  of  blood  exude 
This  sign  is  of  clinical  importance. 

The  white  colour  of  the  scales  is  due  to  the  presence  of  very  numerous  aii 
bubbles,  which  infiltrate  the  horny  layers.  They  are  exceedingly  thick  and  verj 
chalky,  as  may  be  seen  in  Specimen  1040. 

Psoriasis  may  attack  all  parts  of  the  body,  though  it  has  its  sites  of  predilection 
the  chief  of  which  are  the  tips  of  the  elbows  (see  photo-lithochrome)  and  the  knees 
To  the  examination  of  these  parts  the  physician  generally  turns  to  form  or  verify  his 
diagnosis  of  psoriasis;  but  this  symptom  is  not  always  present.  Psoriasis,  of  th< 
limbs  especially,  is  often  distributed  almost  symmetrically. 

After  the  elbows  and  knees,  the  parts  most  frequently  attacked  are  the  sacra 
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region  and  the  scalp,  which  in  some  cases  seems  covered  with  a thick  layer  of 
plaster. 

The  face  and  extremities  are  not  so  frequently  attacked,  and  psoriasis  of  the  nails 
is  a rare  but  obstinate  variety. 

Psoriasis  never  seems  to  attack  the  mucous  membranes,  proper  : the  labise  majorse 
and  the  glans  penis,  which,  however,  are  covered  by  a,  cutaneous  and  non-mucous  coat, 
may  be  the  seat  of  the  eruption ; this  can  easily  be  seen  by  reference  to  our  coloured 
plate,  where  both  the  skin  of  the  penis  and  the  glans  are  covered  by  psoriasis. 

Intense  pruritus  is  not  generally  a symptom  of  psoriasis,  nor  does  the  disease  usually 
interfere  with  general  health  : it  seems,  on  the  contrary,  to  prefer  strong  and  muscular 
persons,  and  is  often  met  with  in  stout  people. 

Psoriasis,  moreover,  appears  to  come  under  the  broad  heading  of  “ neuro-arthritic '' 
disorders,  coinciding  sometimes  with  glycosuria,  following  on  emotional  disturbance 
or  alternating  with  different  nervous  derangements.  It  is  sometimes  accompanied 
by  articular  symptoms,  diseases  of  the  joints,  which  then  give  it  a peculiar  appearance. 
This  form  of  psoriasis  will  be  dealt  with,  however,  in  another  fasciculus  of  this  Atlas. 
Finally,  psoriasis  is  often  hereditary,  and  is  not  contagious. 

In  several  respects  this  form  of  skin  disease  possesses  features  generally  known 
as  diathetic.  The  parasites  described  by  some  authors  as  present  in  the  scales  have 
no  specific  action,  and  the  parasitic  nature  of  the  disease  is  doubtful. 

The  method  of  progress  of  psoriasis  follows  no  definite  rules.  Its  time  for 
appearing  is  uncertain;  in  most  patients  it  begins  in  childhood,  or  at  least,  in  youth. 
It  occurs  in  outbreaks,  between  which  the  skin  is  normal  in  appearance  ; but  it  is  rare 
for  it  to  disappear  everywhere  entirely  at  any  time.  The  outbreaks  last,  even  under 
treatment,  at  least  several  weeks;  the  intervals  between  attacks  vary  from  several 
months  to  years;  the  length  of  the  temporary  recovery  depends  on  the  treatment. 
Digressions  from  regular  ways  of  living,  nervous  fatigue,  alcoholic  excess,  and  diabetes 
bring  on  or  aggravate  outbreaks. 

As  far  as  we  know  psoriasis  may  be  said  to  be  an  incurable  disease,  inasmuch 
as  the  treatment  employed,  while  it  can  bring  about  a temporary  cure,  cannot  prevent 
recurrence  of  the  trouble. 

The  treatment  of  this  rebellious  skin  affection  lias  been  much  written  about,  but 
of  the  many  drugs  extolled  only  a,  few  are  in  current  use.  Internal  treatment 
is  considered  of  little  value,  and  by  some  quite  useless.  Arsenic  has  been  most  highly 
lauded  and  pushed  very  far ; iodide  of  potassium  in  large  doses  for  a lengthy  period 
has  also  been  highly  recommended. 

There  is  more  scope  for  external  treatment,  which  is  much  more  important, 
but,  we  cannot  go  into  the  matter  in  detail  here. 
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The  three  most  effective  external  remedies  are  anti-parasitic  in  action — oil 
of  cade,  chrysarobin,  and  pyrogallic  acid ; side  by  side  with  these  come  naphthol, 
aristol,  calomel,  etc. 

The  scales  should  first  be  removed  from  the  skin  by  soap  baths,  indiarubber 
dressing’s,  poultices  or  wet  applications,  greasy  ointments  or  vaseline  : and  the  tender 
parts  dressed  in  different  ways.  If  the  eruption  be  extensive,  ointments  should 
be  used ; but  these  are  only  applicable  for  large  areas.  If  the  eruption  be  limited, 
plasters,  collodions  (traumaticins)  containing  appropriate  drugs,  should  be  applied. 
Oil  of  cade  in  ointments  is  very  useful  in  hospital  practice,  though  it  cannot  so  easily 
be  ordered  in  private  practice  on  account  of  its  smell.  Chrysophanic  acid  is  best  used 
as  a collodion  or  as  a plaster  for  the  affected  spots  oidy,  as  it  is  an  effective  but  irritating 
remedy;  pyrogallic  acid  may  be  used  either  as  an  ointment,  plaster,  or  varnish; 
its  action,  though  perhaps  slower  than  that  of  chrysophanic  acid,  also  requires  to  be 
attentively  watched. 

I must  again  repeat  that  we  cannot  give  a long  treatise  on  the  treatment 
of  psoriasis  : for  in  almost  every  case  special  treatment  is  indicated,  and  in  the  same 
patient  different  regions  may  be  advantageously  treated  in  different  ways. 

HENRI  FEULARD. 


RUEFF&C1?,  Edit 
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UNIVERSAL  LEPROSY  OF  THE  SKIN.  RECOVERY  OF  THE  FACE. 


Model  by  Baretta,  in  the  Museum  of  the  Saint  Louis  Hospital,  No.  1311,  made  in  the  year  1888  from 

a patient  under  the  care  of  M.  Besnier. 


We  have  selected  the  cast  illustrated  in  the  photo- lithoclirome  of  this  number  from 
the  large  and  valuable  examples  of  leprosy  in  the  St.  Louis  Hospital  Museum  because 
it  portrays  a remarkable  variety  of  the  “ leprous  mash,1'  is  a type  of  complete 
tegumentary  leprosy,  and  because,  the  patient  having  been  considerably  benefited 
by  long  internal  and  external  treatment,  we  are  singularly  fortunate  in  being  able 
to  give  a photograph  of  him  with  his  face  restored  to  health,  nine  years  after  the 
cast  was  made  from  which  the  plioto-1  ithochrome  is  taken. 

The  patient,  a literary  man,  was  aged  twenty-seven  at  the  time  of  his  admission, 
in  1887,  to  the  St.  Louis  Hospital,  Ward  Cazenave,  No.  32.  Born  at  Guadeloupe— 
a leprous  district — he  belongs  to  a large  family,  none  of  the  members  of  which  have 
suffered  from  leprosy,  nor  has  he  ever  come  in  contact  with  any  leper,  as  far  as  he 
knows.  He  has  never  had  syphilis  or  other  disease  than  the  endemic  fever,  prevalent 
every  year  in  the  rainy  season. 

The  first  symptom  appeared  when  he  was  about  nineteen— nine  to  ten  years  before 
the  cast  ot  the  face  by  Baretta  was  made — and  showed  itself  by  incapacity  to  bear 
the  hot  season,  with  some  slight  loss  of  flesh.  Shortly  afterwards  spots  of  pigmentation 
developed  on  the  right  leg,  whilst  the  skin  there  became  scaly,  with  more  or  less 
complete  loss  ot  hair — leprous  anidrosis  and  leprous  ichthyodermia. 

In  1879-1880  no  fresh  development  occurred,  the  patient  being  treated  in  his 
native  country  by  arsenic  and  preparations  of  conium.  In  1881 — the  third  year  of 
the  disease — patches  of  erythema  supervened,  which  were  infiltrated  and  analgesic. 

In  1882-1883  deep)  erythematous  infiltration  appeared  around  the  eyebrows,  with 
some  alopecia.  The  left  leg,  four  years  afterwards,  was  similarly  attacked  to  the  right. 
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In  1884  regular  tubercles  appeared  on  tlie  lobe  of  the  right  ear  and  then  on 
the  left. 

In  1885  the  first  tubercles  around  the  eyebrows  appeared  on  the  infiltrated 
areas,  with  pigmentation,  infiltration,  and  loss  of  hair  of  the  skin  on  the  backs  of 
the  hands. 

In  1886-1887  the  upper  and  lower  limbs  and  the  face  were  universally  covered 
with  maculae,  constituting  general  tegumentary  leprosy,  the  leprous  infiltration 
being  diffuse,  nodular,  or  patchy ; tubercles  were  present  everywhere,  although  most 
marked  on  the  face.  The  stage  of  infection  set  in,  the  first  signs  of  iritis  appeared, 
and  very  sharp  febrile  attacks  of  nodular  leprous  erythema  occurred  periodically. 
Simultaneously  there  was  disseminated  peripheral  neuritis,  marked  by  dissociated 
zones  of  impaired  sensibility,  of  which  we  shall  give  a diagram  further  on. 

II. 

In  the  beginning  of  1888,  when  the  cast  of  the  lesions  shown  in  the  plioto- 
lithochrome  was  made,  the  face  was  covered  with  maculae,  purplish,  swollen,  and 
disfigured,  and  exhibited  leprous  tubercles  of  every  sort — some  accurately  round  and 
spherical,  others  misshapen  by  contact.  They  varied  in  size  from  the  smallest  millet 
seed  to  a pea — i.e.,  they  were  smaller  than  in  the  acutest  tubercular  form,  which, 
in  our  experience,  is  the  gravest.  Most  of  the  tubercles,  which  were  partially 
anaesthetic,  were  intact ; a few  only  were  eroded  or  excoriated. 

In  the  photo-lithoehrome  note  the  thickness  of  the  vertical  folds  of  the  glabella, 
the  depth  of  the  intersuperciliary  sulci  and  of  the  naso-frontal  fold,  which  make 
the  forehead  remarkable;  the  tubercles  are  scattered  and  relatively  few  in  number. 
The  whole  is  a typical  “ leprous  forehead .”  ( See  the  description  and  history  of  the 
leprous  forehead  given  on  pages  35  to  38  of  this  Atlas  and  Figs.  2,  3,  4,  5 in  the 
same  number.) 

The  superciliary  regions  are  typical : thickened,  mammilated,  prominent,  quite 
denuded  of  hair,  tlieir  outer  part  being  so  swollen  as  to  cover  a part  of  the  upper 
eyelid ; only  a few  stray  tubercles  are  present. 

The  eyelids  are  intact.  The  nose  is  much  thickened  and  purplish ; the  skin  is 
infiltrated,  including  that  of  the  nostrils,  which  are  thereby  diminished  in  calibre 
and  have  lost  their  hair.  There  are  numerous  small  tubercles  embedded  in  the 
leprous  skin. 

The  naso-genial  and  the  naso-labial  sulci  are  deep,  on  account  of  the  thickening 
of  the  corresponding  folds. 

The  upper  lip  is  thickened,  hairless,  prominent,  and  covered  with  tubercles, 
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with  considerable  increase  in  the  snbnasal  folds  and  of  the  furrow  limited  by  them. 
The  whole  of  the  chin  is  thickly  studded  with  projecting-  tubercles. 

The  cheeks,  of  a dusky  purplish  colour,  are  a mass  of  conglomerate  tubercles. 

On  the  neck  there  are  general  pigmentation  and  some  scattered  tubercles. 

On  the  upper  limbs  there  are  pigmentary  maculae  and  lenticular  spots  of  a 
yellowish-brown  colour.  Tubercles  and  pigmentary  spots  are  present  on  the  backs 
of  the  hands,  especially  on  the  wrists ; the  skin  is  purplish  and  smooth.  The  lower 
limbs  are  speckled  with  fawn-coloured  spots,  and  a great  number  of  tubercles  are 
present  on  the  most  extensive  affected  areas.  On  the  fronts  of  the  legs  there  is 


Front. — -Analgesia  is  distributed  as  follows  : — On  the 
Left : The  ungual  phalanx  of  the  middle  finger  ; 
limited  areas  on  the  thigh  and  leg;  the  back  of 
the  foot  excepting  the  two  last  toes.  On.  the 
Right : The  second  phalanx  of  the  ring  finger  ; 
the  leg  except  in  places  ; the  back  of  the  foot. 


Back. — Analgesia  is  distributed  as  follows: — On  the 
Left : The  neighbourhood  of  the  olecranon  ; the 
back  of  the  wrist  and  inner  side  of  the  middle 
finger  ; the  lower  two-thirds  of  the  leg  except  a 
small  spot;  the  great  toe.  On  the  Right : The 
region  of  the  olecranon,  back  of  the  wrist,  and 
ulnar  side  of  the  hand  and  fingers  ; the  nates  ; 
the  lower  third  of  the  thigh,  popliteal  space, 
leg,  and  a band  on  the  sole  of  the  foot,  con- 
tinuous with  the  analgesia  on  the  dorsum. 


a,  serpiginous  icbtbyotic  condition,  with  large  squames  adherent  in  the  centre  and 
tree  at  the  margin.  On  passing  the  hand  over  the  skin,  all  over  these  limbs,  especially 
on  the  inner  surface  of  the  thighs,  deep-seated  nodosities,  which  do  not  project  much, 
may  be  felt.  The  number  increases  with  each  febrile  attack. 
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The  ears , being  in  a leprous  pachydermatous  state,  present  considerable  increase 
in  bulk,  especially  of  the  helix,  anti-helix,  and  lobule  ; there  are  not  many  raised 
tubercles.  In  spite  of  this  infiltration  the  “leprous  ear 51  preserves  its  shape,  and  does 
not  contract  adhesions  with  the  retro-auricular  region,  as  does  the  “ lupous  ear”  which 
is  very  often  swollen  and  embedded  in  the  surrounding  lupus  tissue. 

In  the  buccal  cavity  there  are  stray  tubercles,  most  abundant  about  the  base 
of  the  uvula. 

Besides  anaesthesia,  analgesia,  dissociated  and  delayed  sensibility  of  the  face, 
the  disorders  of  sensation  are  confined  to  the  limbs,  and  scarcely  affect  the  trunk 
at  all,  as  is  the  usual  rule. 

The  preceding  figures  show  exactly  the  parts  affected  by  leprous  anaesthesia  in 
our  patient  in  1 888. 

At  all  the  analgesic  points  tactile  sensibility  was  preserved ; analgesia  includes 
loss  of  the  sense  of  provoked  pain,  and  nearly  always  loss  of  thermic  sensibility.  As  is 
usual,  the  body  and  the  upper  limbs,  except  the  very  extremities,  are  almost  intact 
in  spite  of  the  presence  of  maculae  and  infiltration : on  the  lower  limbs  the  analgesic 
zones  increase  towards  the  extremities.  Some,  though  not  absolute,  symmetry  exists, 
apparently  very  analogous  to  that  which  is  exhibited  by  psoriasis,  the  analogy  going 
even  as  far  as  the  unaffected  areas.  Reflexes  are  normal ; there  is  no  necrobiosis 
nor  mutilation.  ( See  H.  Leloir,  Traite  theorique  et  pratique  cle  la  Lepre , p.  157. 

Paris,  1886.) 

III. 

1.  During  1888,  1889,  and  1890  the  disease  followed  its  usual  course  and 
presented  its  classical  phases ; keratitis,  with  conjunctivitis  and  irido- choroiditis,  recurred 
several  times,  and  these  were  promptly  and  appropriately  treated.  Severe  paroxysms  of 
fever  took  place,  many  times  interrupting  systematic  treatment,  and  almost  always 
coinciding  with  eruptions  of  nodular  erythemata  on  the  upper  and  lower  limbs, 
particularly  on  the  inside  of  the  thighs. 

During  the  following  three  years  these  paroxysms  became  less  frequent  and  milder, 
and  finally  ceased. 

Internal  treatment — chaulmoogra  oil  up  to  300  drops,  salol  up  to  five  grammes, 
in  the  twenty-four  hours — was  perseveringly  administered,  whilst  the  tubercles  were 
destroyed  with  the  cautery  and  the  methods  for  external  reduction  that  Ave  shall 
mention  later  on,  AArere  employed.  In  1892  the  patient  was  sufficiently  better  to  be 
discharged  and  to  resume  his  social  life.  During  the  last  three  years  the  patient, 
who  had  heard  ns  mention  treatment  with  chlorate  of  potash,  has  taken  almost 
constantly  a gramme  of  chlorate  of  potash  dissolved  in  Avater  every  tAventy-four  hours. 
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By  comparing  the  plioto-lithochrome  of  the  patient  taken  in  1887  and  the 
photographs  beneath  (Figs.  3 and  4) — one  taken  in  1888  and  the  other  in  1896 — 
the  reader  can  judge  of  the  result  obtained. 

Since  1893  the  patient  has  never  had  an  eruptive  outbreak  : the  last,  a very  slight 
one,  occurred  after  bronchitis.  The  only  symptom  observed  from  1893  to  1896  has 
been  a slight,  recent  iritis.  Now,  in  1896  tactile  sensibility  is  normal  generally.  At 
all  the  spots  shaded  on  the  diagram  there  is  some  dulness  of  sensibility  to  pain  and 


Fig.  3,  1888.  Fig.  4,  1896. 


some  thermo-anaesthesia.  On  the  trunk  and  upper  limbs  there  are  a few  scattered 
maculae,  and  on  the  lower  limbs  there  are  maculae  and  anidrosis  of  the  legs,  with 
some  desquamation . 

-•  Oases  like  the  one  we  have  related  are  not  of  very  frequent  occurrence. 
However,  the  observation  of  years  has  enabled  us  to  follow  up  many  cases  of  leprosy 
from  leprous  countries,  and  permits  us  to  state  that  in  those  who  have  not  let  the  disease 
go  on  too  long  before  emigrating  to  a non-leprous  country,  the  prognosis  in  cases 
suitably  treated  may  be  very  favourably  modified.  We  have  another  case,  similar 
to  tin*  one  described,  on  our  hospital  list,  and  we  have  observed  several  in  private 
piactice.  It  would  not  lie  true  to  say  that  all  these  patients  are  cured,  but  we  are 
following  up  several  who,  for  from  ten  to  fifteen  years,  have  been  sufficiently  well 
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to  lead  an  ordinary  life.  These  lepers  are  mainly  foreigners  who  have  emigrated 
to  Paris  after  having  been  recognized  as  lepers  in  their  own  country.  A few  are 
Frenchmen  who  have  traded  in  leprous  countries,  or  have  held  civil  or  military 
appointments  in  the  colonies.  Many  are  priests  and  missionaries,  but  the  majority 
are  sisters  of  some  religious  order  who  have  contracted  the  malady  in  penal  settlements 
or  in  different  leprous  countries.  These  latter  cases  are  often  the  most  severe,  and 
quickly  end  fatally ; these  sisters,  thinking  only  of  their  faith,  are  kept  up  by  their 
admirable  devotion,  and  only  return  to  their  own  country  when  too  ill  to  carry  on  their 
charitable  work. 

IV. 

Can  the  encouraging  result  obtained  in  our  patient,  and  in  others,  be  due  to  the 
natural  course  of  the  malady,  to  emigration,  or  to  the  treatment  employed  ? It  is  a 
difficult  question  to  answer  satisfactorily,  for  we  have  never  treated  our  patients  in  a 
purely  expectant  manner ; on  the  contrary,  they  have  all  been  submitted  to  prompt 
and  active  treatment,  and  we  think  we  are  justified  in  saying  that  the  rapidity  of 
recovery  and  its  amount  are  directly  proportional  to  the  tolerance  of  the  patient  for 
the  treatment  employed  and  to  the  attention  he  himself  pays  to  strictly  carrying  out 
hy  gienic  rules  and  to  following  the  internal  and  external  treatment  prescribed.  (See  H. 
Leloie,  “ Traitement  de  la  Lepre  ” in  Traite  de  The'rapeutique  appliquee  de  Alb.  Bobin, 
Fasc.  V.,  chap,  xii.,  p.  217  et  s eq.  Paris,  1896,  8vo.) 

1.  Emigration  plays  a very  important  part  in  the  treatment  of  leprosy,  and  in 
this  respect  early  diagnosis  made  in  the  leprous  country  is  of  the  highest  importance. 
Unfortunately  the  medical  man  often  hesitates  to  say  the  dreaded  truth  : and  often, 
too,  he  does  not  make  a sufficiently  thorough  investigation  to  enable  him  to  make  his 
diagnosis  early.  The  choice  of  locality  is  wide,  as  a patient  may  with  equal  benefit 
reside  in  any  non-leprous  country,  particularly  in  Central  Europe,  if  he  avoids  staying 
at  the  seaside,  near  large  rivers  or  near  large  lakes,  and  goes  where  hygienic  and 
sanitary  matters  are  well  attended  to. 

2.  We  attend  carefully  to  the  diet  of  our  lepers  and  to  digestion.  We  never 
allow  them  to  take  fish,  pork,  salt  provisions,  coffee  in  excess,  or  alcohol.  Emunctory 
elimination  is  kept  active,  and  fermentation  in  the  gastric  and  intestinal  tubes  is 
reduced  to  a minimum. 

3.  As  a general  hygienic  rule,  in  addition  to  the  different  applications  to  the 
leprous  parts,  the  whole  skin  of  the  body  should  be  carefully  washed  daily  with  hot 
water,  containing  soap,  lysol,  carbolic  acid,  coal-tar,  etc. 

The  mucous  membrane  of  the  nose,  mouth  and  pharynx  should  be  thoroughly 
irrigated  twice  every  twenty-four  hours  with  solutions  of  boric  acid  or  of  borax  with 
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some  aromatic ; all  erosions  and  leprous  lesions  should  be  reduced  by  the  galvano- 
cautery. 

The  conjunctiva  and  cornea  should  be  carefully  watched,  and  the  hygiene  of  the 
eye  attended  to ; antiseptic  lotions  should  be  applied  and  therapeutic  treatment  resorted 
to  as  soon  as  any  affection  of  the  eye  occurs. 

3.  The  internal  treatment  of  leprosy  consists  primarily  of  the  administration 
of  chaulmoogra  oil.  From  long  experience  we  can  state  that,  if  an  oil  of  good  quality 
in  sufficient  doses  is  regularly  and  perseveringly  taken  by  a patient  and  tolerated, 
the  result  is  always  successful.  But  this  remedy,  which  is  unpleasant  to  the  patient 
and  often  badly  borne  at  first,  or  when  saturation  occurs,  can  only  be  perfectly  applied 
by  a physician  who  knows  how  to  use  it  and  who  can  watch  its  use.  For  adults 
a medium  dose  is  200  drops  in  the  twenty-four  hours : several  times  the  subject 
of  this  observation  tolerated  300  drops.  The  best  and  simplest  way  of  taking  the 
oil  is  to  measure  it  in  a small  spoon  the  size  of  the  dose,  and  for  the  patient  himself 
to  pour  it  into  the  empty  half  of  a bread  wafer  of  which  the  top  has  been  cut  off,  and 
to  cover  it  again  with  the  other  Half.  It  should  only  be  prepared  just  at  the  time 
of  administration ; for  many  reasons  this  method  is  preferable  to  taking  it  in  capsules. 
The  oil,  taken  in  three  or  four  doses  during  or  at  the  end  of  meals,  should  be  continued 
as  long  as  possible  for  periods  of  two  weeks,  with  intervals  of  a week  between  each, 
without  allowing  the  patient  to  get  disheartened  or  discouraged  by  the  first  feeling 
of  dislike  or  intolerance.  In  some  cases  the  use  of  laudanum,  camphorated  tincture 
of  opium,  bismuth  subnitrate,  strychnine,  etc.,  etc.,  enables  the  physician  to  overcome 
difficulties  of  detail  in  its  application,  with  which  his  experience  and  authority  should 
enable  him  to  contend. 

The  only  real  contra-indication  may  bo  the  subsequent  pathological  condition 
of  the  kidneys,  which  in  two  cases  prevented  our  pursuing  the  treatment.  The 
nephritis  with  albuminuria  in  these  two  cases  was  ascribed  by  the  patients  to  the  oil. 
However  this  may  be,  we  can  state  that  this  symptom  is  rarely  met  with,  but  points 
to  the  desirability  of  a preliminary  examination  of  the  urine  and  of  carefully  watching 
it  during  treatment. 

We  cannot  recommend  the  use  of  substitutes  for  chaulmoogra  oil,  and  especially 
of  gynocardic  acid,  as  we  have  never  found  any  of  them  successful. 

In  cases  where  patients  cannot  possibly  take  the  oil  the  most  beneficial  thing 
is  salol,  which,  like  Lutz,  we  have  employed  in  large  doses,  which  have  been  borne, 
and  administered  with  the  ca.re  that  should  be  bestowed  on  all  salicylates  and 
phenates. 

Chlorate  of  potash,  one  gramme  every  twenty-four  hours,  was  taken,  as  we  have 
said,  by  our  patient  during  the  last  three  years  : we  cannot  say  how  far  this  medicine 
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assisted  in  the  improvement  which  was  already — as  a matter  of  fact — accomplished. 
We  have  never  seen  reason  to  resort  to  toxic  doses  of  this  drag. 

As  for  ichthyol,  we  have  only  used  it  when  the  above-named  preparations  were 
contra-indicated,  as  its  effect  on  leprosy  has  always  appeared  to  us  uncertain. 

We  have  never  inoculated  tuberculin  for  leprosy,  for  which  we  consider  it  valueless 
and  even  dangerous. 

5.  In  the  treatment  of  leprosy,  in  addition  to  the  specific  or  special  remedies, 
the  physician  should  employ,  whenever  indicated,  all  the  general  therapeutic 
agents.  Amongst  the  restoratives,  arsenic  and  sulphur  are  of  primary  importance : 
the  arsenical  waters  of  La  Bourboule  and  the  sulphur  waters  of  Luchon  and  Ullage,  to 
which  we  send  our  lepers,  are  really  useful.  It  is  needless  also  to  say  that  all 
symptoms  that  may  occur  require  general  medication  according  to  circumstances. 
Finally,  in  nervous  cases  bromide  of  potash  in  large  doses  may  be  of  great 
service,  as  we  have  long  shown. 

6.  External  treatment  plays  an  unduly  neglected  part  in  leprosy.  Besides  the 
daily  baths  which  we  have  already  mentioned,  we  use  reducing  agents  to  facilitate 
resolution  of  leprous  infiltration,  and  particularly  friction  with  ten  per  cent,  pyrogallic 
ointment,  or  plasters,  being  careful  to  watch  the  urine  constantly,  which  becomes 
brown  as  soon  as  saturation  begins,  and  before  intoxication,  properly  so-called,  manifests 
itself.  Besorcin  ointment  (ten  to  twenty  per  cent.)  can  also  be  used  for  the  same 
purpose,  but  less  effectually.  Chrysophanic  acid  ointment  is  justly  recommended 
by  Unna,  and  its  effect  is  undoubted.  But  conjunctivitis  from  the  use  of  chrysophanic 
acid  is  to  be  dreaded  and  avoided  in  leprosy  more  than  in  any  other  disease. 

7.  We  particularly  wish  to  accentuate  the  fact  that  the  changes  in  our  patient’s 
face  {see  Figs.  3 and  4)  are  the  result  of  a long  course  of  electro-galvanic  cauterization , 
a certain  means  of  reducing  leprous  tuberculization  wherever  localized.  The  thermo- 
cautery may  also  be  used  for  the  same  purpose : but  its  effects  are  more  difficult 
to  limit,  cicatrization  of  the  ulcers  after  the  scabs  separate  takes  longer,  and,  above 
all,  the  plastic  results  are  much  less  satisfactory.  By  our  method  each  tubercle 
is  cauterized  interstitially  by  means  of  single  or  multiple  points,  or  of  our  electro- 
caustic  bars  when  the  surfaces  to  be  destroyed  and  rectified  are  larger.  After 
cauterization  should  follow  daily  pulverization  with  weak  carbolic  acid  water,  dressing 
with  sublimate  or  iodoform  gauze,  management  of  the  cicatrization  by  means  of 
nitrate  of  silver  and  zinc  pencils,  etc. 

The  same  galvano-caustic  applications  should  be  made  to  all  affected  points 
of  the  mucous  membranes  of  the  lips,  nose,  mouth,  tongue,  and  pharynx.  By  their 
means  it  is  quite  easy  to  check  and  to  destroy  the  leprous  foci  so  common  in  all  these 
parts ; and  the  results  obtained  are  very  remarkable.  In  the  patient  whose  case 
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we  have  described,  and  in  many  others,  they  enabled  ns  to  limit  and  destroy  all  the 
changes  in  the  mucous  membranes. 

8.  If  we  had  the  good  fortune  to  see  an  isolated  initial  leprous  nodule  supposed 
to  be  the  result  of  inoculation,  we  should  not  hesitate  to  employ,  not,  as  Marcano 
and  Wurtz  did,  ablation,  but  destruction  by  the  cautery,  to  avoid  all  possibility 
of  reinoculation  or  of  auto-infection  resulting  from  an  operation  involving  bleeding. 
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MYCOSIS  FUNGOIDES 

PRESENTING  TUMOURS  FROM  THE  FIRST. 


Model  bv  Baretta,  in  the  Museum  of  the  Saint  Louis  Hospital,  No.  1530,  made  in  the  year  1890,  from  a 

patient  under  the  care  of  Professor  Fotjrnier. 


Since  Alibert’s  first  description  of  Mycosis  fungoides  tins  name  has  been  applied  to 
a form  of  skin  disease  marked  in  its  early  stages  by  tumours  differing  in  size  and 
appearance ; most  of  them  have  a tendency  to  ulcerate,  but  many  may  disappear 
spontaneously,  either  after  ulceration  by  cicatrization,  or  by  a kind  of  regression. 

In  most  cases  this  stage  is  preceded  by  a period  of  shorter  or  longer  duration, 
but  which  may  last  for  several  years,  in  which  there  are  eruptions  of  eczematoid  appear- 
ance with  some  thickening  of  the  skin,  and  sometimes  generalized  redness  (premycosic 
erythroclermia)  ; intense  pruritus  is  another  frequent  symptom  of  this  earlier  stage. 

In  Fasciculus  XIII.  of  his  work  M.  Besnier  has  given  a most  complete  description 
of  the  commonest  form  of  the  disease.  But  side  by  side  with  it  is  another  variety, 
the  only  symptom  of  which  is  the  presence  of  tumours  of  mycosic  nature  which  arise 
from  apparently  healthy  skin.  The  patient  whose  history  we  give  here,  with  illustra- 
tions of  different  phases  of  the  malady,  suffered  from  this  latter  form  of  the  disease. 

I. 

As  the  case  was  several  times  admitted  into  hospital  under  Prof.  F ournier’s  care 
we  had  full  opportunity  for  observing  him.  The  history  has  been  partly  given 
elsewhere  by  Dr.  Bruchet,  one  of  our  then  colleagues  ( Reunions  Cliniques  de  VHopital 
Saint  Louis , 1888-1889.  ('Omptes-rendus,  p.  169). 

He  was  a man,  aged  sixty-five,  when  first  admitted  to  the  Saint  Louis  Hospital  in 
1886;  but  the  disease  had  then  been  in  existence  four  years.  The  patient  said  there 
had  been  a kind  of  sub-cutaneous  lump  on  the  right  thigh  above  the  knee  since  1882, 
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and  afterwards  another  had  formed,  which  had  ulcerated ; these  growths  both  healed 
spontaneously. 

In  1884  a fresh  tumour  appeared  in  the  skin  of  the  right  leg  along  the  outer  edge 
of  the  tendo  Achilles,  which  developed  in  the  form  of  an  elongated  semicircle,  and 
healed  in  three  months. 

In  1886,  always  on  the  same  leg  above  the  external  malleolus,  a small  tumour 
appeared,  which  increased  until  it  was  as  large  as  a five-centime  piece,  then  ulcerated, 

and  afterwards,  as  it  grew,  assumed  an  elongated  shape  like 
a segment  of  a circle,  so  that  when  he  entered  the  hospital, 
in  May,  1886,  the  tumour  was  a semicircular,  raised,  pad-like 
swelling  ( bourrelet ),  exactly  shown  in  Fig.  1 (cast  No.  1180). 
This  tumour  looked  just  like  a large  cheloid : the  skin 
surrounded  by  the  growth  was  atrophied,  brownish,  and 
cicatricial  in  appearance;  this  had  been  the  primary  seat  of 
the  lesion  which  had  spread  excentrically,  subsiding  and 
cicatrizing  along  its  central  edge  as  it  developed  at  the 
periphery. 

In  addition,  the  patient  presented  numerous  small 
nodular  growths,  some  in  the  skin,  others  under  it,  on  several 
parts  of  the  body,  such  as  the  instep  and  thigh,  while  there 
was  one  on  the  scrotum. 

These  tumours,  except  the  one  in  the  thigh,  gradually 
underwent  reabsorption  whilst  lie  was  in  the  hospital.  The 
large  swelling  on  the  leg,  however,  continued  to  increase, 
then  divided  into  two  segments  which  developed  separately, 
nicerated  at  some  parts,  and  finally  disappeared,  leaving 
merely  a cicatrix  on  the  skin  as  a mark  of  their  previous 
existence.  The  patient  left  the  hospital  in  October,  1886,  but  re-entered  it  in  March, 
1887.  The  tumour  on  the  thigh  which  was  there  when  he  left  had  increased,  and,  by 
a process  analogous  to  that  followed  by  the  lesion  on  the  leg,  had  formed  a laige 
semicircular  swelling  on  the  anterior  part  of  the  limb,  well  shown  in  I ig.  2 
(cast  No.  1243). 

The  progress  was  the  same  as  in  the  lesions  already  described,  viz.,  excentiic 
development  of  the  neoplasm,  which  became  enormous,  then  regression  from  the  centie, 
division  into  two,  then  three,  segments,  which  gradually  and  very  slowly  separated  and 
underwent  reabsorption. 

In  November,  1887,  a small  portion  of  one  of  the  small  nodular  growths  of  the 
large  swelling  grew  active  again,  increased  rapidly  in  size,  and  became  a peifectly 


Fig.  1.  Cast  1180. 
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typical  “fungoid”  tumour  (Fig.  3,  cast  No.  1295).  This  tumour,  in  turn,  underwent 
the  usual  regression  and  disappeared  completely. 

In  October,  1888,  the  patient  had  only  two  insignificant  small  nodular  tumours, 
when  symptoms  of  another  nature  developed.  A copious  urethral  discharge  appeared, 
soon  followed  by  inflammatory  swelling  of  the  testicles.  The  swelling  was  enor- 
mous, especially  on  the  left  side,  and  was  due  to  the  increase  in  size  of  the  testicle — 
especially  of  the  epididymis — and  to  the  formation  of  a hydrocele. 

The  onset  of  the  malady  was  acute,  and  it  looked  at  first  like  a gonorrhoeal 

urethritis  followed  by  epididy- 
mitis of  both  testes.  Investi- 
gation showed,  however,  that  Wm  -v 

the  disease  was  not  of  venereal 
origin.  The  progress  of  the 
orchitis  was  very  slow,  and 
five  months  afterwards,  in  the 
beginning  of  1889,  there  was 
still  a small  flabby  hydrocele 
on  the  right  side,  with  slight 
induration  of  the  tail  of  the 
epididymis,  and  the  left  testicle 
was  still  very  large — the  size 
of  a hen’s  egg. 

In  February,  1889,  a tu- 
mour, exactly  like  those  just 
described,  developed  on  the 
upper  part  of  the  thigh,  which, 
at  the  end  of  the  month  of 
March,  formed  a mass  like  a 
large  macaroon,  nearly  a centi- 
meter in  depth  by  five  centimeters  in  diameter,  the  whole  surface  being  ulcerated 
and  covered  with  red  fleshy  and  fungating  granulations.  Its  appearance  was 
that  of  the  typical  “ framboesioid,”  “tomato-like”  mycosic  tumour  (Fig.  4,  cast 
No.  1480). 
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Fig.  3.  Cast  1295. 


Four  fresh  tumours  then  appeared  on  the  left  side  of  the  thorax:  one  situated 
in  front  of  the  axilla  soon  showed  rapid  development,  and  ran  the  usual  course.  This 
is  the  tumour  in  its  ulcerative  stage  shown  in  our  photo-lithoclirome  (cast  No.  1530). 
It  gives  the  reader  a very  good  idea  of  the  appearance  of  a fully  developed  isolated 
mycosic  tumour.  The  one  in  question  is  the  size  of  a small  orange;  its  consistence  is 
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of  variable  degrees  of  hardness  or  softness ; its  base  is  broad  and  sessile ; its  surface 
fungating,  ulcerated,  yellowish,  and  bleeding. 

It  differs  slightly  in  appearance  from  the  enormous  bossy  tumour,  situated  almost 
at  the  same  spot,  which  is  represented  in  Fasciculus  XIII.  of  this  work,  and  which 

was  formed  by  the  agglomeration  of  several  tumours. 
In  our  case  each  tumour  developed  independently. 

These  mycosic  growths  were  painless,  and  the 
patient’s  general  health  was  good,  though  the  disease 
had  lasted  for  eight  years  (1882-1890).  Yet  the 
tumours  went  and  came  continuously ; as  soon  as  one 
subsided  another  appeared. 

Fig.  5 (cast  Xo.  1531)  shows  one  of  the  tumours, 
prior  to  its  ulceration,  situated  on  the  inner  side  of 
the  upper  part  of  the  right  arm  (September,  1890). 
After  being  away  for  three  months  the  patient 
returned  to  the  hospital  on  January  17th,  1891,  and 
this  time  never  to  leave  it. 

Tumours  then  increased  in  number  in  several 
regions,  especially  on  the  right  arm,  left  cheek,  and 
thorax,  in  the  left  lateral  and  posterior  regions. 
There  we  watched  an  enormous  mycosic  tumour 
develop,  which  attained  the  size  of  twenty-four 
centimeters  in  length  by  thirteen  in  width,  and  seven 
in  depth.  This  enormous  discharging  and  foetid 
growth  produced  cachexia,  on  which  coma  super- 
vened, followed  by  death  on  June  6tli,  1891. 

The  post-mortem  examination  made  by  Dr.  Darier 
showed  nothing  typical.  There  was  generalized  atheroma  of  the  arteries  (the  patient 
was  seventy  when  lie  died),  with  cardiac  hypertrophy,  sclerosing  nephritis  and  diffuse 
cerebral  softening  of  the  cortex. 

The  lymphatic  glands  were  normal ; the  spleen,  small  and  hard,  weighed 
180  grammes ; the  liver  was  small  but  healthy ; the  suprarenal  capsules,  intestine, 
bladder,  and  ureters  were  normal. 

The  large  tumour  in  the  chest,  though  adherent  to  the  wall  of  the  thorax,  could 
still  be  detached  from  it ; but  for  six  by  eight  centimeters  at  the  corresponding  point 
the  pleura  was  involved  and  adherent  to  the  lung,  which  was  congested  and  oedematous. 
In  addition  there  were  old  pleural  adhesions  without  fluid  accumulation,  on  the 
right  side. 


Fig.  4.  Cast  J480. 
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It  is  rather  remarkable  that  there  was  little  trace  to  be  found  post  mortem  in 
the  testicles  of  the  lesions  observed  during  life ; the  right  was  normal;  the  left,  as  well 
as  the  epididymis,  seemed  rather  sclerosed,  but  there 
was  neither  tumour  nor  cicatrix  to  speak  of ; the 
tunica  vaginalis  was  thickened  and  there  were  some 
adhesions  at  the  back ; both  vaginal  cavities  con- 
tained fluid. 

II. 

The  case  just  recorded  is  a thoroughly  typical 
one  of  Mycosis  fungoides,  presenting  tumours  from 
the  first  (d  tmneurs  cVemble'e). 

There  was  no  premycosic  stage,  evinced  by 
intense  pruritus  and  various  forms  of  eruption,  but 
the  skin  was  healthy  to  all  appearance,  and  the  first, 
symptom  was  the  development  of  tumours.  These 
varied  considerably  in  size,  at  first  appearing  as 
sub-cutaneous  and  cutaneous  tubercles  as  large  as  a 
nut,  then  as  tumours  the  size  of  a macaroon,  and 
finally  the  enormous  fungoid  mass  appeared  which  occupied  nearly  the  whole  of  the 
left  side  of  the  thorax. 

Fig.  ()  (cast  No.  942)  representing  the  arm  of  another  patient  with  mycosis, 
formerly  under  the  care  of  Dr.  Despres,  gives  an  idea  of  what  a mycosic  tumour 
may  become  on  a limb. 

The  mode  of  evolution  of  these  tumours  was  as  variable  as  their  size  ; some 
appeared  and  disappeared  without  any  alteration  in  the  skin  which  covered  them,  and 
were  entirely  sub-cutaneous  throughout  their  existence  ; some,  on  the  contrary,  invaded 
the  skin,  broke  down  and  ulcerated,  giving  rise  to  the  mushroom-like  growths  typical 
of  Mycosis  fungoides. 

One  of  the  most  curious  characteristics  of  some  of  these  tumours  was  to  form 
segments  of  circles  or  semicircular  swellings ; these  developed  excentrically,  as  if 
creeping  along  the  surface  of  the  skin,  and  spread  at  the  periphery,  while  they  healed 
at  the  centre. 

Both  M.  Hallopeau  and  M.  Tenneson  have  shown  cases  of  Mycosis  fungoides  at 
the  Societc  frar/gaise  de  Dermatologic , in  which  the  tumours  were  semicircular,  pad-like 
swellings,  which  developed  excentrically.  In  one  of  these  cases  this  pad-like  swelling 
persisted  around  the  ulceration  (Annales  de  Dermatologic^  1892,  pp.  31  and  524,  and 
1893,  p.  848). 


Fig.  5.  Cast  1531. 


110 


THE  MUSEUM  OF  THE  SAINT  LOUIS  HOSPITAL. 


A not  less  interesting  and  peculiar  feature  of  these  tumours  is  their  spontaneous 
disappearance  after  having  existed  for  several  months,  leaving  behind  them  a slightly 
depressed  and  pigmented  cicatrix.  On  the  other  hand,  M.  Hallopeau  ( Annales  de 

Dermatologie,  1892,  p.  1255)  observed  in  a case  of 
mycosis,  in  which  tumours  were  the  first  symptom, 
the  occurrence  of  gangrene  with  complete  destruction 
of  the  part  involving  the  exposure  of  the  whole 
parietal  region  of  the  cranium  over  which  it  was 
situated. 

It  is  remarkable,  too,  that  these  tumours,  which 
are  so  horrible  to  look  at,  are  nearly  always  painless, 
and  only  cause  discomfort  by  their  locality,  by  their 
large  size,  or  by  the  foetid  discharge  from  them. 

We  have  noted  for  how  long  a period  our 
patient’s  general  health  remained  unimpaired,  for  in 
his  case  the  disease  lasted  ten  years;  but  in  the 
commoner  varieties  of  mycosis  its  duration  may  be 
longer  still ; for  the  tumour  stage,  during  the  course 
of  which  cachexia  appears,  and  then  often  only  after 
several  years,  is  itself  preceded  by  a sometimes 
excessively  long  premycosic  stage.  Finally,  let  us 
note  that  the  orchitis  in  this  case,  which  was  rightly 
attributed  to  mycosis,  is  not  a unique  fact,  for 
Quinquaud,  in  a discussion  on  this  subject,  stated 
that  he  had  seen  it  in  a patient  in  whom  changes  of 
true  mycosic  nature  were  found  post  mortem  in  the 
testicle  ( Annales  de  Dermatologie , 1889,  p.  582). 

III. 

Treatment  for  Mycosis  fungoides  is  of  very  little 
use,  as  up  to  now  it  lias  not  been  possible  to  arrest 
the  progress  of  the  disease.  M.  E.  Besnier  has  given 
a list  of  his  chief  remedies  in  a preceding  article 
(Plate  XIII.). 

In  mycosis,  presenting  tumours  from  the  first,  the  futility  of  treatment  is  less 
flagrant,  as  the  most  painful  and  distressing  symptoms  (the  extensive  eczematoid 
eruptions,  the  often  very  intense  pruritus)  are  happily  wanting. 

The  physician  has  only  to  look  to  the  growths,  most  of  which,  however,  regress 


Fig.  6.  Cast  942. 
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spontaneously  for  a long  time.  Therefore,  in  this  form  of  disease,  all  he  has  generally 
to  do  is  to  try  to  remove  tumours  in  uncomfortable  situations,  or  later,  when  ulceration 
lias  occurred,  to  conceal  the  repulsive  wounds  by  appropriate  dressings  and  counteract 
their  often  foetid  smell. 

Surgical  ablation  has  been  performed  without  the  occurrence  of  relapse,  and  may 
be  performed  according  to  the  first  indication  given. 

Aseptic  or  antiseptic  dressings  with  iodoform,  salol,  carbolic  acid,  powdering  with 
absorbent  powders,  and  protective  coverings  of  camphorated  naphtliol  are  all  that  are 
required  to  fulfil  the  second  condition. 
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PLATE  XVII. 


AGMINATE  TRICHOPHYTIC  FOLLICULITIS. 

Synonyms:  RINGWORM  OF  THE  NECK.  KEKION  CELSI. 


Model  by  Baketta,  in  the  Museum  of  the  Saint  Louis  Hospital,  No.  1051,  made  in  the  year  1890,  from  a 

patient  under  the  care  of  Mons.  Vidal. 


Tinea  teichophytina — or  “ ringworm,”  due  to  the  presence  of  trichophyton — occurs 
in  extremely  varying  forms.  The  disease  here  illustrated,  so  different  from  common 
“ringworm,”  is  a proof  of  this  statement,  and  has  been  selected  on  that  account. 

It  is  an  example  of  the  kerion  of  Celsus,  or  agminate  trichophytic  folliculitis , 
the  general  characters  of  which  may  lie  described  as  follows : it  consists  of  a patch, 
fairly  accurately  circular  (and  generally  quite  accurately  so),  projecting  from  half 
to  one  centimeter  above  the  level  of  the  surrounding  skin,  its  surface  being  almost 
flat  or  slightly  mammillated.  The  borders  of  the  patch  slope  down  to  the  healthy  skin. 

Its  surface  is  red,  ulcerated,  and  oozing : it  is  thickly  studded  with  small 
follicular  intradermic  abscesses,  in  the  centre  of  each  of  which  there  is  a hair,  and 
pressure  causes  a drop  of  pus  to  exude  from  them.  This  pus  and  epithelial  debris 
cover  the  diseased  surface,  and  collect  chiefly  at  and  around  the  openings  of  the 
follicles,  which  they  conceal. 

The  condition  begins  by  a single  point  of  folliculitis  very  like  a boil,  and  four 
of  these  are  represented  in  the  photo-1  ithoclirome  to  the  left  of  the  main  patch. 
Gradually  fresh  inflammatory  follicular  lesions  unite  with  the  original,  and  finally, 
a circular  patch  of  agminate  folliculitis,  such  as  is  here  represented,  is  constituted. 

Such  a lesion,  so  inflammatory  in  its  appearance  and  general  characters,  and 
which  requires  only  a few  days  for  its  complete  evolution  is,  nevertheless,  not  the 
seat  of  very  marked  functional  phenomena — i.e.,  sensory  disturbances.  Some  itching 
at  the  beginning,  a sensation  of  burning  when  the  folliculitis  is  fully  established, 
and  lastly,  some  stiffness  of  the  part  produced  by  subjacent  oedema,  are  almost  all 
the  symptoms  complained  of  by  the  patient.  The  disproportion  between  the  objective 
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phenomena  ancl  the  sensory  disturbances  is  one  of  the  striking  features  of  the  affection. 
Nevertheless,  the  glands  of  the  affected  part  are  swollen  and  painful  on  pressure. 

There  is  often  only  a single  patch,  as  in  the  case  here  represented.  But  there  may 
be  numerous  such  patches,  the  result  of  multiple  inoculations  from  the  beginning ; 
thus  six  or  seven  similar  patches  may  be  present  in  the  same  individual.  Or  they 
may  become  multiple  as  the  result  of  successive  inoculations.  The  size  of  the 
secondary  patches  is  then  in  direct  proportion  to  their  relative  age ; they  seldom 
exceed  seven  centimeters  in  diameter,  and  are  usually  about  half  that  size. 

The  back  of  the  neck  is  one  of  the  seats  of  predilection  of  the  disease,  but  all 
parts  of  the  body  may  be  affected — most  frequently  those  which  are  exposed,  such 
as  the  scalp,  face,  neck,  the  backs  of  the  hands,  and  the  wrists. 

Of  parts  covered  with  hair,  the  beard  is  that  most  frequently  attacked.  Kerion 
is  not  very  often  observed  on  children’s  scalps ; on  the  contrary,  it  may  be  observed, 
although  rarely,  on  the  scalp  in  adults. 

Careful  objective  examination  of  a kerion  easily  demonstrates  that  the  elementary 
lesion  is  a folliculitis.  When  the  diseased  surface  is  carefully  cleaned,  a number 
of  pin-point  holes  can  be  seen  under  the  crusts,  blocked  with  epithelial  debris  and 
pus.  Many  of  the  follicles,  denuded  of  their  epithelium,  exhibit  no  hairs.  The 
majority  of  the  hairs  which  remain  are  detached  from  their  papilla,  and  yield  to 
the  forceps  without  the  slightest  effort  and  without  causing  pain  to  the  patient. 
At  the  periphery  of  the  patch  a further  accessory  crown  of  desquamating  epidermis 
is  often  present,  and  on  it  are  a few  scattered  vesicles,  which  are  commencing  points 
of  folliculitis. 

When  the  lanugo  hairs  which  surround  the  lesion  and  form  the  centres  for  the 
commencing  folliculitis  are  extracted,  it  is  found  that  some  break,  leaving  their  roots 
behind ; and  the  microscopic  examination  of  these  lanugo  hairs  will  reveal  the 
presence  of  trichophyton. 

So  characteristic  a lesion  is  easy  of  recognition.  The  diagnosis  will  rest  especially 
upon  the  peculiarly  circular  outline  of  the  patch— generally  almost  accurately  circular 
—on  its  macaroon-like  shape,  on  the  presence  of  small  follicular  abscesses  on  its 
surface,  on  the  small  number  of  similar  lesions  on  the  same  person ; and  lastly,  on 
the  special  points  in  the  history  which  we  shall  mention  in  connection  with  the 
aetiology  of  the  disease. 

Differential  Diagnosis.— An  error  in  diagnosis  could  only  occur  in  connection 
with  boils  or  carbuncles , but  in  both  of  these  diseases  the  subjective  symptoms  are 
always  excessive,  and  out  of  proportion  to  the  objective  phenomena.  In  agminate 
trichophytic  folliculitis,  on  the  contrary,  the  subjective  symptoms  are  practically  nil. 
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It  is  not  even  necessary  to  discuss  tlie  diagnosis  from  chronic  lesions,  such  as 
tuberculosis , epithelioma , etc.,  for  here  we  are  dealing  with  an  acute  lesion,  of  very  rapid 
development,  fully  established  in  less  than  a week. 

Eczema  in  nummular  patches  (“patchy  follicular  eczema  ”),  which  is  often  situated 
on  the  hacks  of  the  hands  and  wrists,  may  be  mistaken  for  this  form  of  trichophytosis. 
Nevertheless,  it  is  generally  easy  enough  to  distinguish  the  two  affections.  The 
pustulation  of  patchy  eczema  is  epidermic ; in  agminate  folliculitis  the  suppuration  is 
deep,  intradermic.  In  eczema  it  is  situated  indifferently  around  the  lanugo  hairs  or 
between  them ; in  agminate  folliculitis  it  is  exclusively  confined  to  the  follicles. 
Although  some  patches  are  very  accurately  delimitated,  their  margin  is  never  so 
accurately  circular,  nor  so  sloping,  as  in  agminate  folliculitis.  Nevertheless,  if  diagnosis 
at  a first  glance  is  generally  easy  and  certain,  it  may  become  difficult  in  cases  of  very 
mild  trichophytic  folliculitis  or  in  patchy  eczema,  which  has  been  much  irritated.  In 
these  rare  cases  the  microscopical  examination  of  the  pus  may  decide  the  question. 


Microscopical  Examination. — Place  a drop  of  pus  from  a follicle  Oil  a slide  : 
place  over  it  a cover-glass,  and  without  further  manipulation  at  once  examine  the 
specimen,  using  an  Abbe  condenser,  small 
diaphragm,  objective  No.  7,  ocular  No.  3. 

Among  the  elements  of  normal  pus  will  be 
found  chaplets  of  mycelial  spores,  round  or 
oval,  lying  in  apposition  in  their  long  diameter, 
measuring'  five  to  eight  micro-millimeters  in 
their  longitudinal,  and  three  to  five  micro- 
millimeters in  their  transverse,  diameter.  To 
examine  haphazard  some  of  the  dead  hairs 
removed  from  the  surface  of  the  lesion  is  to 
run  the  risk  of  committing  an  error  in  diagnosis. 

The  majority  of  the  hairs  lying  on  the  surface  Fig.  i. 

are  dead,  detached  by  the  peri-folliculitis  at 

their  base,  without  having  been  invaded  by  trichophyton.  To  obtain  a positive  result,  a 
hair  or  lanugo  hair  must  be  found  at  the  periphery  of  the  patch,  which  breaks  of'.  It  should 
be  examined  microscopically  after  being  heated  between  the  slide  and  the  cover-glass  in 


a drop  of  aqueous  solution  of  caustic  potash  (30  grammes  in  60  grammes  of  water). 
It  will  then  be  seen  that  not  only  is  the  hair  partly  invaded  by  spori dated  mycelial 
elements,  but  that  it  is  also  enveloped  in  a thick  crust  of  spores  in  chains,  the  mycelial 
filaments  being  parallel  to  the  hair  and  situated  outside  it.  (Fig.  1.)  This  last 
character  ( trichophyton  ectothrix ) indicates,  in  the  light  of  facts  now  acknowledged,  that 
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the  trichophyton  is  one  of  animal  origin,  the  communication  to  and  growth  of  which 
upon  man  are  accidental. 

Cultures . — -Cultivations  of  the  parasite  demonstrate  its  botanic  species.  Cultures 
which  are  of  very  rapid  growth  upon  appropriate  media  (e.g.,  beer- wort,  “gelose  au 
mout  de  biere  ”)  are  white  and  powdery,  while  projecting  from  their  circumference 
are  large  diverging  rays,  lanceolated,  and  also  powdery.  (Fig.  2.)  This  trichophyton 
is  one  of  the  commonest  in  man,  and  belongs  to  a botanical  series  (“  the  tricliopliyta  with 

white  cultures”)  which  have 
for  their  usual  primary  hosts 
certain  animals,  especially  the 
cat,  dog,  pig,  sheep,  calf, 
and  horse.  The  species  of 
trichophyton  which  produces 
agminate  folliculitis  is  that 
which  has  the  horse  for  its 
usual  habitat.  This  is  the 
reason  why  this  form  of  tricho- 
phytosis occurs  almost  exclu- 
sively in  males.  It  occurs  in 
grooms,  coachmen,  butchers, 
etc.  A large  number  of  models 
similar  to  that  reproduced  in 
the  accompanyingphoto-litho- 
chrome  exists  in  the  Saint 
Louis  Hospital  Museum,  al- 
most all  of  which,  like  this  one,  occurred  in  patients  following  such  occupations. 

Besides,  the  disease  in  the  horse,  easily  mistaken  for  horse  pox  (?  glanders),  is 
well  known  as  due  to  trichophyton,  and  yields  an  identical  culture.  In  the  great 
majority  of  cases  in  the  human  subject  the  origin  from  horses  is  easily  traced,  and 
enquiry  into  the  history  of  the  case  usually  suffices  to  determine  it. 

Consideration  of  the  present  position  of  the  question  of  the 
Trichophytons . — It  is  impossible,  while  discussing  so  special  a lesion  as  this,  to 
pass  over  in  silence  the  evolution  undergone  by  the  question  of  the  trichophytoses  (or 
conditions  produced  by  trichophytons)  in  recent  years. 

We  know  that  Gruby  described  in  1842-43-44,  three  types  of  cryptogamic  skin 
diseases,  microscopically  distinguishable  from,  and  independent  of,  favus. 

The  first  is  that  which  we  have  just  described,  the  trichophyton  ectothrix;  the 


Fig.  2. 
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second  is  tlie  trichophyton  of  the  tineas  of  children,  the  trichophyton  endothrix ; the  third 
he  called  the  microsporon  andouini,  or  “ ringworm  ” of  children,  with  small  spores. 

The  descriptions  of  Grnby  were  denied,  discussed,  modified,  then  forgotten ; but 
they  have  been  fully  verified  by  recent  bacteriological  research  and  by  the  study  of  the 
parasites  in  cultivation.  The  “ ringworm  ” of  children,  with  small  spores  ( microsporon 
andouini),  is  now  known  and  recognized  even  with  the  naked  eye  from  the  commoner 
form  of  trichophyton  endothrix.  And  this  latter  is  equally  definitely  separated  from 
trichophytic  lesions  of  animal  origin  ( trichophyton  ectothrix ).  But  what  Gruby 

could  only  know  as  three  species  microscopically  distinct,  bacteriology  has  now 
differentiated  into  three  separate  groups.  And  the  number  of  known  trichophytons, 
especially  of  those  which  affect  animals,  increases  daily. 

Now,  some  of  these  trichophytons  give  rise  to  special  lesions,  each  recognizable 
by  the  naked  eye,  i.e.,  to  a “ trichophytosis  ” with  special  objective  characters.  Such 
is  precisely  the  case  with  the  subject  of  this  article;  we  know  that  it  is  an  equine 
trichophytosis  transferred  to  man. 

Another  point  worthy  of  notice  here  is  the  existence  among  the  animal 
trichophytons  of  pyogenic  forms,  capable  of  producing  pus  by  themselves  and  without 
the  intervention  of  the  common  pyogenic  organisms.  Such  is  the  case  with  all, 
or  nearly  all,  of  the  “ectothrix  trichophytons  with  white  cultures,”  and  of  these 
the  trichophyton  of  the  horse,  which  causes  agminate  trichophytic  folliculitis,  is 
the  type. 

The  treatment  of  the  affection  is  simple ; it  includes  as  the  first  essential  the 
thorough  cleansing  of  the  lesion.  Starch  poultices  covered  with  camphorated  alcohol 
efficiently  accomplish  this  in  two  or  three  days.  They  soften  the  crusts  and  enable 
them  to  be  lifted  off,  taking  with  them  the  dead  hairs.  Those  which  remain  should 
be  removed  by  epilation. 

Immediately  after  this  preliminary  treatment  daily  applications  of  tincture  of 
iodine  should  be  made,  care  being  taken  to  ensure  the  penetration  of  the  drug  into 
all  the  diseased  and  gaping  follicular  orifices.  Connected  with  this  mode  of  treatment 
there  is  one  danger  to  be  avoided.  The  local  irritation  is  already  severe,  and  sometimes 
the  tincture  of  iodine,  if  not  pure,  augments  the  intense  congestion  of  the  affected 
part  as  well  as  causes  momentary  pain.  This  is  a result  which  ought  neither  to 
be  sought  for,  nor  obtained.  It  is  therefore  better  in  most  instances  to  use  tincture 
of  iodine  diluted  with  two  or  three  times  its  volume  of  alcohol.  Its  antiseptic  power 
thus  remains  considerable,  while  its  irritant  action  is  diminished. 

For  the  first  few  days,  between  the  iodine  applications,  the  permanent  use  of 
starch  poultices  sprinkled  with  liqueur  de  Labarraque  (solution  of  hypochloride  of 
sodium),  or  camphorated  alcohol,  may  be  employed. 
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At  the  end  of  a week  the  lesion  will  have  entirely  changed  in  aspect.  It  will 
be  covered  with  epithelium , and  will  have  become  a pink  raised  patch,  slightly 
indurated,  studded  over  with  little  projections  still  hard  to  the  touch  and  painful 
on  pressure.  The  follicular  inflammatory  points  will  have  disappeared,  the  little 
mammillary  indurations  being  the  last  signs  of  them. 

In  a few  weeks  of  this  simple  treatment,  whatever  be  the  seat  of  the  lesion, 
its  cure  will  be  complete ; the  patch  will  have  subsided  to  the  level  of  the  surrounding 
skin.  It  will  still  be  indicated  by  diffuse  redness  studded  with  fine  yellow  points. 
These  yellow  points  are  intradermic,  and  are  the  sebaceous  glands  of  the  destroyed 
hairs,  visible  by  transparence. 

In  the  ensuing  months  redness  will  disappear,  while  the  patch  will  become  white 
and  cicatricial.  A very  few  hairs,  which  have  accidentally  escaped  the  destructive 
folliculitis,  will  appear,  but  always  so  scanty  that  when  the  lesion  is  on  the  scalp 
their  number  will  be  insufficient  to  mask  the  cicatrix. 

This  form  of  trichophytosis,  therefore,  terminates  by  spontaneously  leaving 
a cicatrix,  smooth,  distinct,  and  devoid  of  hair.  This  point  is  all  the  more  important 
to  bear  in  mind  as  common  ringworm,  as  is  well  known,  ends  by  a restitutio  ad 
integrum  of  all  the  hairs  previously  diseased.  This  characteristic,  along  with  others, 
distinguishes  the  kerion  of  Celsus  from  all  common  “ringworms.1' 

To  resume  very  briefly  the  principal  points  of  this  article  : — 

(1)  Clinically , agminate  tricliopliytic  folliculitis  is  a special  form  of  trichophytosis 
which  exists  pretty  frequently  in  our  country,  and  is  characterized  objectively  by 
round  raised  patches,  having  the  form  and  prominence  of  a macaroon,  “ let  into  " 
the  skin.  The  elementary  lesion  is  a suppurative  folliculitis  which  results  in  the 
shedding  of  the  hair. 

(2)  Histologically,  it  is  made  up  of  follicular  abscesses,  the  intradermic  situation 
of  which  explains  its  termination  by  a cicatrix. 

(3)  Bader iologically , it  is  caused  by  a trichophyton,  lying  mainly  outside  the 
hair,  which  has  pyogenic  properties;  it  is  the  trichophyton  of  the  horse  with  white, 
powdery  cultures. 

(4)  Despite  its  aspect  and  the  rapidity  of  its  development,  it  is  a benign  lesion, 
the  cure  of  which  is  brought  about  in  a few  weeks,  although  at  the  expense  of  a 
distinct  cicatrix. 

SABOUBAUD. 


[The  “ Ringworm  question”  is  too  burning  an  one  at  present  to  permit  of  dogmatic 
assertion,  or  of  formulating  definite  conclusions  regarding  it.  By  far  the  most  important, 
most  elaborate,  and  most  conclusive  contributions  towards  settling  it  have  been  made  by 
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Mons.  Sabouraud,  from  whose  able  pen  we  shall  have  further  articles  on  the  subject  in  this 
Atlas.  Mons.  Sabouraud’s  conclusions  are  published  in  handy  form  in  a work  entitled  “ Les 
Trichophyties  Humaines  ” (llueff  el  Cie.,  Paris,  1894),  which  is  accompanied  by  an  admirable 
atlas.  His  most  mature  views,  founded  on  much  recent  experimentation,  will  be  found  in  the 
Transactions  of  the  Third  International  Congress  of  Dermatology,  held  in  London, 
1896,  which  will  also  contain  a valuable  contribution  to  our  knowledge  of  the  deep-seated 
pus-producing  Trichophytons  by  Professor  Rosenbach,  of  Gottingen,  of  which  Mons.  Sabouraud’s 
present  article  treats. 

The  most  important  recent  British  articles  on  the  subject  are  by  Dr.  H.  G.  Adamson 
( British  Journal  of  Dermatology,  Vol.  VII.,  1895,  Nos.  for  July  and  August),  and  by  Drs. 
Colcott  Pox  and  Blaxall  {Ibid.,  Yol.  VIII.,  1896,  Nos.  for  July,  August,  September,  October), 
both  of  which  are  well  illustrated,  and  in  almost  all  respects  confirm  Mons.  Sabouraud’s 
conclusions.  Mr.  Malcolm  Morris’s  views,  contributed  to  the  Congress  above  mentioned,  are  in 
some  minor  matters  divergent,  whilst,  amongst  others,  Erasing  ( Verhandlungen  der  Deutschen 
Derma  tologisehen  Gesellschaft,  4th  and  5th  Congresses),  and  Leslie  Roberts  ( British  Medical 
Journal,  1894),  may  lie  signalized  as  attacking  Mons.  Sabouraud’s  position  from  the  cultural 
point  of  view  as  to  the  varieties  of  species  of  the  Ringworm  fungi. 

It  seems  clear  that  the  term  “ Ringworm  ” must  sooner  or  later  fall  into  disuse,  like 
all  merely  clinical,  fanciful  designations.  At  present  we  may  apparently  with  scientific 
propriety  use  the  words  Microsporosis  and  Trichophytosis  as  indicating  the  diseases  caused 
by  small -spored  and  large-spored  organisms  respectively. 

Upon  one  point  only  would  I venture,  from  personal  experience,  to  remark  upon 
Mons.  Sabouraud’s  article.  In  this  country  Kerion  is  very  common  upon  children’s  heads, 
and  in  association  with  microsporon,  whereas  I have  never  observed  it  in  the  scalp  in 
adults,  although  it  is  common  in  “ Ringworm  ” of  the  Beard.  Possibly  the  immediate  cause 
of  Kerion  in  children  may  he  the  irritant  applications  usually  made  by  parents  before  the 
children  come  under  observation,  but  I am  inclined  to  think  that  botanical  differences  in  the 
fungi  in  different  countries  afford  a more  likely  explanation  of  the  fact.  In  this  connection 
the  extraordinary  differences  in  frequency  of  occurrence  in  different  countries  of  the  various 
fungous  forms  may  be  recalled,  for  all  “ Ringworm  ” of  the  scalp  is  practically  unknown  in 
Breslau,  while  only  large-spored  forms  are  found  in  some  parts  of  Italy. 

I have  copious  experience  of  cases  of  the  form  of  agminate  trichophytic  folliculitis  of 
equine  origin  described  in  this  number,  and  can  confirm  all  Mons.  Sabouraud’s  statements 
regarding  it. — J.  J.  Pringle.] 
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LUPUS  PERNIO. 


CHILBLAIN  LUPUS. 


Model  by  Baretta,  in  the  Museum  of  the  Saint  Louis  Hospital,  Nos.  1694,  1695,  made  in  the  year  1892, 

from  a patient  under  the  care  of  Mons.  Tenneson. 


I.  — Photo-1  ithoclirome  No.  XVIII.  shows  an  extreme,  and  therefore  exceptional, 
case  of  lupus  pernio , such  as  is  not  seen  in  everyday  practice.  It  is  appropriate, 
however,  to  publish  an  account  of  a remarkable  variety  of  any  disease,  the  diagnosis 
of  which  would  lie  a matter  of  difficulty,  for  the  benefit  of  physicians  not  possessing* 
some  previous  acquaintance  with  it. 

II.  — The  patient,  whom  we  brought  before  the  Societe  de  Dermcitologie  in 
November,  1892,  was  then  forty-six  years  of  age.  The  disease  had  been  present 
on  the  face  for  ten  years,  and  on  the  arms  for  three  years. 

The  affected  parts  are  of  a dark  cyanotic  tint,  and  are  swollen.  Palpation  reveals 
some  induration,  firm  over  the  cheeks  and  nose,  softer  over  the  other  affected  regions. 
Telangiectases  are  present,  but  no  dilatation  of  the  follicular  orifices.  On  the  lobule 
of  the  nose  there  is  a cicatrix  and  some  loss  of  substance,  the  result  of  an  old 
traumatism  with  which  the  lupus  pernio  has  no  relationship. 

Lenticular,  yellowish  tubercles  are  present  over  the  cheeks  and  nose,  and  stand 
out  prominently  from  the  cyanotic  background.  Their  histological  examination 
shows  that  they  are  common  nodules  of  tuberculous  lupus.  Many  of  them  have 
spontaneously  developed  into  cicatricial  tissue. 

There  are  smaller  cyanosed  patches  on  the  right  eyelid,  on  the  cheeks,  in  the 
right  submaxillary  region,  and  on  the  lobes  of  both  ears.  The  swelling  is  soft 
and  its  limits  badly  defined  over  the  dorsal  surface  of  the  hands,  but  there  are  no 
lupus  tubercles  there.  One  cyanosed  patch,  the  size  of  the  palm,  is  present  on  the 
right  fore-arm,  and  another  smaller  patch  on  the  left  arm. 
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Since  1882  the  patient  lias  had  an  attack  of  “ ery  throdermia , ’ ’ and  several 
attacks  of  osteo  arthritis,  similar  to  those  which  Mons.  E.  Besnier  has  pointed  out 
in  “ exantliematic  lupus.”  At  present  the  ligaments  of  the  phalangeal  articulations 
are  deformed  and  lax.  There  are  trophic  disturbances  of  the  nails.  The  patient 
has  some  emphysema  and  chronic  bronchitis.  The  heart  sounds  are  muffled;  the 
urine  is  normal.  The  patient  is  stout. 

III. — Lupus  pernio  has  not  hitherto  received  from  writers  the  attention  it  deserves. 
It  is  a tuberculous  affection  (tuberculide) , as  distinct  from  lupus  erythematosus  as 
from  lupus  vulgaris.  No  one  form  of  tuberculosis  excludes  the  existence  of  others ; 
but  different  sorts  of  lupus  seldom  exist  in  combination,  and  the  development  of 
common  lupus  tubercles  in  the  course  of  lupus  pernio  is  an  occurrence  hitherto 
unrecorded,  as  far  as  I know. 

Lupus  pernio  is  situated  on  exposed  parts — hands,  face  (especially  the  lobe  of 
the  ear),  the  nose,  and  the  upper  lip.  It  occupies  extensive  areas,  but  they  are  badly 
defined,  with  no  precise  outlines. 

The  objective  symptoms  are  as  follows : — Cyanosis,  telangiectases,  hard  or  soft 
infiltration,  diffuse  swelling,  cracks,  vesicles  of  short  duration,  small  scars,  succeeded 
by  ulcerations  which  become  covered  by  crusts  and  persist  a long  time  if  they  are 
not  properly  dressed  or  are  treated  with  local  irritants.  The  lesion,  if  it  is  of  old 
standing,  may  thus  be  studded  with  irregular  cicatrices.  There  is  dilatation  of  the 
orifices  of  the  follicles  over  and  around  the  cyanosecl  surfaces ; this  symptom  is  not 
constant,  but  its  value  of  the  first  order.  When  it  is  absent,  one  thinks  of  “ chilblains  ” 
at  the  beginning  of  the  disease ; but  the  lesions  persist  after  the  winter,  last  for  years, 
and  finally  recover,  without  leaving  any  marks  in  certain  parts,  while  in  others  they 
terminate  in  smooth,  supple,  regular  cicatrices,  without  the  occurrence  of  previous 
ulceration.  The  subjective  symptoms  are  almost  nil , the  patient  being  as  sluggish 
as  his  disease  : “ C’est  un  lymphatique,  un  animal  a sang  blanc.’7 

Treatment. — General  treatment  must  be  enjoined;  but  it  would  be  tiresome 
to  enumerate  the  agents  to  be  employed,  and  I prefer  to  forewarn  readers  against 
abuse  of  general  treatment.  Every  year,  in  hosts  of  scrofulo-tubercular  subjects,  sea 
baths,  and  all  the  rest,  cause  the  occurrence  of  suppuration  in  cases  of  arthritis, 
osteitis,  and  adenitis,  which,  if  treated  in  less  severe  fashion,  would  have  behaved  in 
quite  a different  manner. 

Local  treatment  is  a simple  matter.  It  consists  of  eliminating  all  topical  irritants, 
and  by  this  simple  means  results  are  often  obtained  even  more  satisfactory  to  the 
patient  than  to  the  medical  man.  For  the  cracks  and  ulcerations,  whether  artificial 
or  not,  wet  dressing  with  weak  boric  acid  solutions  may  be  employed.  If  the  dressing 
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is  well  applied  and  kept  in  place,  a closed  lesion  is  soon  obtained.  Afterwards, 
non-irritating  plasters  are  the  best  form  of  application ; they  very  materially  improved 
our  patient. 

In  this  connection  I would  state  that  I hold  there  are  only  two  forms  of  plaster  : 
those  which  inflame — and  it  matters  little  what  they  contain  as  long  as  it  causes 
irritation ; those  which  protect  the  skin  from  external  excitation — and  it  matters  little 
what  they  contain  as  long  as  it  causes  no  irritation.  Lupus  tubercles,  which  may  in 
exceptional  cases  develop  on  a lupus  pernio,  ought  to  be  scraped  with  a small,  sharp 
curette,  then  destroyed  with  the  galvano-cautery. 

TENNESON. 


[Mr.  Hutchinson  informs  me  that  this  is  a different  condition  to  that  which  he  has  described 
under  the  name  of  Chilblain,  Lupus,  and  that  he  would  regard  the  lesions  here  depicted  as 
merely  exemplifying  the  occurrence  of  Lupus  vulgaris  in  tissues  rendered  vulnerable  by  weak 
peripheral  circulation. 

Although  Mr.  Hutchinson  has  not  published  any  exhaustive  article  on  the  subject  his 
views  may  be  gleaned  from  passages  in  his  Archives  oe  Surgery,  Yol.  I.,  p.  240  (“  On  certain 
Local  Disorders  more  or  less  Cognate  with  ltaynaud’s  Malady  ”),  and  Yol.  VI.,  p.  7 (“  The  Philip 
Holmes  Series  ”). — J.  J.  Pringle.] 
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PLATE  XIX. 


PAPULO-TUBERCULOUS  SYPHILIDES 

SPREADING  CENTRIFU  GALLY. 


Model  by  Baretta,  in  the  Museum  of  the  Saint  Louis  Hospital,  No.  1786,  made  in  the  year  1894  from 

a patient  under  the  care  of  Mons.  Hallopeau. 


This  eruption  is  remarkable  chiefly  on  account  of  its  arrangement  in  circles  or 
segments  of  circles,  of  the  unusual  size  and  abundance  of  the  elementary  lesions — 
considering  that  the  case  was  a late  form  of  secondary  syphilis — and  also  on  account 
of  the  notable  changes  presented  by  the  face. 

The  disease  started  about  twenty  months  before  the  date  at  which  the  model 
was  made  by  Mons.  Baretta.  The  first  generalized  eruption  occurred  in  the  end 
of  1892;  it  disappeared  in  a few  weeks,  leaving  some  macules  and  superficial  cicatrices 
of  somewhat  “ ribbed  ” or  “ crimped  ” appearance. 

The  skin  affection  figured  in  the  accompanying  photo-lithochrome  first  made 
its  appearance  in  the  beginning  of  May,  1894 ; it  appeared  simultaneously  all  over 
the  body.  Its  elementary  lesions  were  not  regularly  and  universally  distributed, 
as  is  usually  the  case  with  the  early  syphilides  of  the  secondary  period,  but  isolated 
or  grouped  in  curved  lines. 

Among  the  prominences,  some  are  large  and  appear  to  infiltrate  the  skin  deeply; 
these  merit  the  name  of  cutaneous  tubercles.  Others  are  much  smaller,  while  between 
the  two  extremes  there  are  lesions  of  all  intermediate  sizes. 

Their  colour  is  a deep  ham  red ; their  consistence  remarkably  firm  ; they  do 
not  yield  under  the  pressure  of  the  finger.  The  isolated  lesions  are  the  largest.  The 
curves  in  which  the  agglomerated  lesions  arc  arranged  are  of  variable  shapes  : some 
represent  small  circles;  some  are  elliptical  or  in  segments  of  ellipses;  others  form 
poly cyclical  patches,  one  of  which,  situated  on  the  left  shoulder,  is  of  unusually  large  size, 
measuring  1?  by  25  centimeters ; on  several  parts  of  the  trunk  there  are  coalescing 
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circles  and  the  parts  where  they  come  in  contact  persist,  this  being  contrary  to 
what  usually  obtains  in  syphilis,  as  can  be  observed  in  the  illustration. 

Over  the  thorax,  in  the  lumbar  region,  and  over  the  limbs  there  are  numerous 
circinnate  or  polycyclical  patches,  depressed  in  the  centre,  and  made  up  of  isolated 
or  confluent  tubercles.  The  eruption  is  especially  abundant  over  the  face,  where 
numerous  tubercles  may  be  seen.  One  of  them  (Fig.  1)  is  nearly  eight  millimeters 
in  diameter  and  projects  nearly  six  millimeters ; all  intermediate  forms  may  be 
observed  between  this  isolated,  initial  tubercle  and  the  conglomerate  groups.  Such 
are  the  tubercles  similar  in  character,  but  depressed  in  the  centre  (Fig.  2) ; then  little 
circles,  pale  in  the  centre  and  made  up  of  aggregated  tubercles,  some  of  which  are 
complete  (Fig.  3),  or  incomplete  (Fig.  4) ; the  smallest  are  scarcely  a centimeter  in 
diameter,  others  attain  a size  of  thirty-five  millimeters  in  their  longest  diameter 
(Fig.  5). 

It  is  worthy  of  note  that  as  soon  as  they  attain  any  considerable  size  they  cease 
to  be  circular  and  become  polycyclical  or  irregularly  elliptical.  These  large  patches 
are  obviously  made  up  by  the  junction  of  several  primary  circles ; in  the  illustration 
two  of  these  circles  may  be  seen  in  the  act  of  uniting  (Fig.  6).  As  an  exceptional 
feature  a group  of  tubercles  in  the  cervical  region  is  composed  of  a great  number 
of  tubercular  prominences,  all  of  which  are  of  considerable  size  (Fig.  7). 

The  eruptive  elements  are  also  notable  on  account  of  the  absence  of  desquamation 
and  ulceration  as  well  as  of  cicatrices,  subsequent  to  their  disappearance.  The 
absence  of  desquamation  seems  to  show  that  the  changes  take  place  in  the  deeper 
layers  of  the  skin  rather  than  in  the  papillary  layer  or  sebaceous  glands,  which  latter, 
as  we  have  demonstrated  elsewhere,  play  an  important  part  in  the  origin  and  nutrition 
of  the  epidermic  cells. 

The  absence  of  ulceration  and  of  cicatrices  shows  that  the  exudation  and  cellular 
proliferation,  although  very  active — as  shown  by  the  relatively  large  size  of  the 
tubercles — do  not  alter  the  normal  elements  of  the  derma  very  profoundly,  and  do 
not  materially  interfere  with  its  interstitial  circulation. 

The  plioto-lithochrome  shows  that  the  features  of  the  woman  are  markedly 
altered : the  tubercles  in  the  eyebrows  have  produced  partial  loss  of  the  hair  there ; 
those  in  the  eyelids  have  caused  swelling  and  disfigurement ; the  tip  of  the  nose  is 
also  increased  in  size. 

There  cannot  be  a shadow  of  doubt  as  to  the  diagnosis ; the  “raw-ham”  colour 
of  the  eruption,  the  absence  of  cicatrices,  and  the  absence  of  fresh  lesions  within 
the  area  of  the  patches  enable  us  immediately  to  discard  the  idea  of  lupus. 

The  infiltration  of  the  eyelids,  the  exaggeration  of  the  natural  lines  of  the  face, 
and  the  loss  of  hair  over  a great  portion  of  the  eyebrows  might  raise  the  suggestion 
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of  leprosy ; but  the  course  of  the  disease,  the  colour  of  the  lesions,  the  integrity 
of  the  eyes  (despite  the  abundance  of  eruption  in  their  neighbourhood),  and  the 


absence  of  sensory  disturbances,  are,  taken  altogether,  sufficiently  typical  to  render 
any  search  after  Hansen’s  bacilli  superfluous. 

Treatment  must  be  both  internal  and  external. 
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This  eruption  yields  to  the  “mixed”  preparations  of  mercury  and  iodide  of 
potassium.  The  patient  took  the  kin  iodide  of  mercury  in  doses  of  two  centigrammes, 
and  iodide  of  potassium  in  doses  of  four  grammes  daily.  The  employment  of  the 
hypodermic  method  did  not  seem  justified  by  the  circumstances  of  the  case. 

At  the  same  time,  circular  pieces  of  Vigo’s  plaster  were  applied  to  each  of  the 
patches,  and  renewed  every  three  or  four  days.  We  have  repeatedly  pointed  out  the 
fact  that  sypliilides  treated  locally  by  mercurial  preparations,  heal  much  more  rapidly 
than  if  the  disease  is  attacked  only  by  internal  means.  This  fact  proves  that  the 
cutaneous  absorption  of  drugs  becomes  peculiarly  active  when  the  skin  is  changed, 
as  when  sypliilides  are  present  on  it.  In  this  patient,  indeed,  we  saw  the  cutaneous 
tubercles  flatten  down  under  the  influence  of  the  medication,  and  completely  disappear 
at  the  end  of  a few  weeks,  without  leaving  any  traces  of  their  existence. 


ORIGIN  AND  NOSOLOGICAL  SIGNIFICATION. 

Instruction  as  to  the  mode  of  development  of  the  lesions  is  to  be  gained  by  a 
minute  study  of  those  here  represented.  Evidently,  we  are  dealing  with  local 
processes.  The  initial  lesion  is  invariably  a large  isolated  tubercle ; soon  it 
undergoes  retrograde  evolution ; sometimes  it  flattens  down  and  completely  disappears ; 
more  frequently,  before  doing  so,  it  becomes  surrounded  by  a number  of  similar  but 
smaller  lesions.  This  increase  in  number  of  the  tubercles  can  only  be  explained  by 
migration  of  the  germs  of  contagion  from  the  initial  lesion  of  which  they  were  the 
primary  cause,  and  by  their  secondary  multiplication  in  other  situations.  To  this 
process  we  apply  the  name  of  intra-inoculation. 

The  “daughter-papules”  thus  produced  may  be  arranged  in  a circular  line, 
and  thus  form  a complete  ring,  while  at  other  times  the  ring  remains  incomplete ; 
it  seems  as  if  the  contagium  had  only  found  a soil  suitable  for  its  germination  in 
certain  directions.  The  perfectly  or  imperfectly  circular  figures  thus  produced  may 
continue  to  spread  by  the  excentric  production  of  new  tubercles  and  the  subsidence  of 
the  original  ones,  this  being  a mode  of  development  common  to  the  majority  of 
infective  skin  diseases,  and  we  have  already  pointed  it  out  in  connection  with  mycosis 
fungoides,  tuberculosis,  and  leprosy.  Sypliilides  are  characterized  from  this  point 
of  view  by  the  fact  that  they  do  not  generally  relapse  in  loco , whereas  in  lupus  we 
constantly  see  fresh  nodules  form  in  cicatrices  or  in  macules  left  by  the  previous 
manifestations  of  the  disease  ; in  sypliilides,  however,  the  parts  primarily  affected 
by  the  eruption  usually  remain  permanently  free. 

We  have  previously  endeaAroured  to  establish  the  fact  that  asserted  relapses  in  situ 
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are,  in  reality,  generally  only  relapses  in  the  immediate  neighbourhood.  However 
that  may  be,  it  is  clear  in  the  present  case  that  the  areas  primarily  invaded  by  the 
neoplasms  remain  exempt  from  fresh  changes. 

In  the  majority  of  cases  the  parts  common  to  different  curves — i.e.,  where  they 
join — flatten  down  and  resume  the  appearance  of  healthy  skin ; this  phenomenon 
has  been  compared  to  luminous  “ interference.”  The  details  given  of  the  concomitant 
lesions  on  the  trunk  show  that  the  rule  is  not  an  absolute  one. 

We  have  seen  that  the  papules  arranged  in  circles,  or  in  segments  of  circles, 
are  notably  smaller  than  the  isolated  tubercles.  This  fact  can  only  be  explained  by 
a diminished  activity  of  the  more  recent  “ intra-inoculated  ” contagium,  for  the 
existence  of  less  favourable  conditions  of  soil  in  the  parts  secondarily  attacked  could 
scarcely  be  invoked.  By  such  an  hypothesis  one  could  not  explain  how  all  the 
secondary  lesions,  which  we  call  “ daughter-papules,”  should  all  be  of  the  same  size, 
albeit  smaller  than  the  primary  tubercles  distributed  in  the  same  region. 

The  production  of  these  secondary  “ intra-inoculations  ” is  extremely  remarkable, 
seeing  that  the  patient  is  refractory  to  all  fresh  inoculations  of  the  virus.  If  a series 
of  “ intra-inoculations  ” take  place  in  the  course  of  the  disease,  and  if  it  is  only  by 
this  mechanism  that  the  various  successive  eruptions  which  occur  can  be  explained, 
the  reason  must  be  that  the  contagium  undergoes  some  modification  in  the  organism 
which  renders  these  intra-inoculations  possible,  at  the  same  time  as  it  makes  transmission 
to  healthy  subjects  a matter  of  impossibility. 

These  local  processes,  secondary  or  tertiary,  modify  the  views  held  until  quite 
recently  as  to  the  mode  of  production  of  the  different  manifestations  of  syphilis.  It 
can  no  longer  be  regarded  as  a definitely  generalized  disease.  Doubtless  the  organism 
affected  by  it  is  modified  in  its  entirety,  for  it  resists  all  fresh  extrinsic  inoculations  of 
the  same  contagium ; but  so  it  is  with  other  infectious  diseases  of  short  duration,  such 
as  the  eruptive  fevers.  This  immunity  cannot  therefore  permit  us  to  admit  the 
persistence  of  the  disease  itself.  If,  on  the  contrary,  we  carefully  consider  the  evolution 
of  syphilis  with  its  latent  periods,  sometimes  of  long  duration,  with  the  absolute 
integrity  and  perfect  functional  activity  and  mode  of  reaction  of  the  parts  free  from 
syphilitic  manifestations,  with  the  customary  non-transmission  of  the  disease  to  foetal 
products  after  the  secondary  period,  and  finally  with  these  successive  “intra-inoculations” 
which  provoke  and  essentially  characterize  its  late  manifestations,  we  are  led  to  admit 
that : — after  a short  phase  of  generalization  which  corresponds  to  the  secondary  period , the 
disease  is  further  represented  only  by  a ; certain  number  of  foci,  localized  according  to  the 
mode  of  reaction  of  the  subject,  either  in  the  organs  which  make  up  the  shin,  or  in  the 
arterial  walls,  bones , nervous  system,  or  viscera.  Each  of  these  foci  may  remain  long 
inactive,  like  the  grain  of  wheat  in  the  pyramid — to  use  Mens.  Besnier’s  happy 
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comparison — then,  at  a given  moment,  the  tissue  in  which  the  contagiiun  lies  becomes 
a favourable  soil  for  its  development,  and  a fresh  manifestation  occurs.  In  the  skin 
this  is  evidenced  according  to  the  date  of  the  disease  by  a papule,  a tubercle,  or  a 
gumma ; afterwards  the  process  spreads  locally  by  the  production  and  “ intra- 
inoculation ” of  new  infective  elements.  Therefore,  the  disease  is  no  longer  a 
generalized  one,  but  is  confined  to  a certain  number  of  foci  of  contagion,  either  latent 
or  in  activity. 

It  is  extremely  probable  that  these  virulent  foci  give  rise  to  cutaneous  changes  by 
the  toxins  which  they  produce.  Some  facts  seem  to  indicate  that  the  conditions  of  soil 
necessary  for  the  production  of  infective  elements,  and  the  special  reaction  of  the 
tissues  under  the  influence  of  the  toxins,  do  not  exist  simultaneously  in  all  parts 
of  the  skin.  Thus  it  is,  for  example,  in  those  cases  in  which  syphilides  are  arranged 
from  the  beginning  in  curved  lines  without  the  existence  of  any  primary  tubercle 
or  gumma ; in  such  a case  it  may  be  supposed  that  the  deposit  and  proliferation  take 
place  in  the  virtual  centre  of  the  curve,  but  that  the  toxins  produced  at  the  point 
could  not  provoke  an  inflammatory  process,  which  can  only  occur  in  the  secondary 
foci  formed  by  the  excentric  migration  of  the  infective  elements. 

If  syphilis,  as  we  have  just  tried  to  establish,  after  the  end  of  its  secondary 
period  and  during  the  later  stages  of  its  evolution,  is  no  longer  a generalized  disease, 
but  is  confined  to  a limited  number  of  local  foci,  latent  or  active,  then  we  can 
conceive  how  patients  suffering  from  grave  local  manifestations  of  the  affection 
(e.g.,  cerebral  disease)  may  generate  semen  the  innocuous  character  of  which  is 
proved  by  the  healthy  character  of  its  products,  and  how  such  individuals  may  react 
like  healthy  persons  under  the  influence  of  traumatisms.  Thus  we  have  observed 
in  a patient  suffering  from  grave  disseminated  specific  manifestations,  a contused 
wound  of  the  upper  lip  caused  by  the  weapon  known  as  a “ coup  de  poing  americain  ” 
(knuckle-duster)  to  heal  by  first  intention. 

Such  are  the  lessons  which  seem  to  us  to  be  learnt  from  a study  of  the  cast  as 
regards  the  nature  of  syphilis,  its  pathogeny,  and  the  method  of  extension  of  its 
lesions.  They  lead  us  far  indeed  from  the  conception  formerly  held  under  the  name 
of  the  syphilitic  diathesis. 
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PLATE  XX. 


DERMATITIS  VACCINIFI )RMIS  INFANTILIS. 


Model  by  Baretta,  No.  1332,  in  the  Museum  of  the  Saint  Louis  Hospital,  made  in  the  year  1887,  from 

a patient  under  the  care  of  M.  Hallopeau. 


History. — By  a curious  coincidence  three  cases  of  this  disease,  previously 
unknown,  showed  themselves  simultaneously  in  1887  in  the  services  of  M.  E.  Besnier, 
of  M.  A.  Fournier  and  myself,  so  that  we  were  aide  to  study  them  at  the  same  time, 
but  independently.  Models  were  made  by  M.  Baretta  from  M.  Fournier’s  patient 
and  from  mine,  the  latter  being  represented  in  the  accompanying  photo-lithochrome. 
Since  that  time  I have  seen  two  other  cases,  one  of  which  also  figures  in  our  museum. 

M.  Feulard  published  a study  of  the  disease  in  the  France  Medicare  in  1887, 
based  upon  M.  Fournier’s  case;  clinical  lectures  have  been  devoted  to  it  by 
M.  E.  Besnier  (Bulletin  Medical,  1887),  and  by  myself  (Journal  de  Lucas 
Championniere,  1888). 

Despite  the  small  number  of  cases  hitherto  known,  the  disease  has  received  the 
various  names  of  Ery  theme  vacciniforme  infantile,  and  of  Syphiloide  vacciniforme  infantile 
(Besnier),  of  Herpes  vacciniforme  (A.  Fournier),  of  Ecthyma  vacciniforme  syphiloide 
(Hallopeau),  of  Eruption  papideuse  d1  aspect  vacciniforme  on  syphiloide  (Feulard). 

The  name  which  we  now  adopt,  has  the  advantage  of  prejudging  nothing  as 
regards  the  controversial  nature  of  the  elementary  lesion. 

JEtioloyy. — This  form  of  dermatitis  has  hitherto  only  been  observed  in  the  first 
months  of  life  ; dirt,  and  especially  the  long  continued  contact  of  linen  soiled  by  urine 
and  faeces  seem  to  be  its  determining  causes. 

Clinical  Characters. — The  elementary  lesions  arc  usually  localized  round  the 
genital  organs  and  anus.  Thus  they  are  seen  on  the  contiguous  parts  of  the  buttocks, 
on  the  labia  majora,  and  at  their  commissures,  as  well  as  on  the  prepuce.  They  also 
occur  on  the  neighbouring  parts  of  the  thighs,  and  in  the  groins.  In  other  regions 
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they  are  rare,  but  in  the  little  girl  figured  in  the  plate,  the  popliteal  spaces  were 
affected  ; there  were  even  some  lesions  on  the  outer  side  of  the  legs. 

The  lesions  develop  by  preference  at  the  bottom  or  on  the  sides  of  the  cutaneous 
folds  ; they  often  occupy  symmetrical  positions  on  parts  in  contact,  and  this  localization 
testifies  to  their  auto-inoculation.  They  thus  attack  the  folds  of  the  groins,  of  the 
thighs,  and  of  the  buttocks. 

Their  appearance  is  slightly  different,  according  to  the  stage  of  their  evolution. 
M.  Bouisson,  who  studied  their  development  carefully  in  M.  Besnier’s  patient,  saw 
them  begin,  as  a small  erythematous  spot,  or  minute  nodule ; this  initial  lesion  is 
soon  capped  by  a vesicle  which  is  small,  flat,  and  of  short  duration.  It  occupies  the 
centre  of  the  elementary  lesion  which  ultimately  develops  and  soon  assumes  the 
appearance  of  a cupped  papule,  singularly  resembling  the  aspect  of  a vaccinia  lesion 
on  the  sixth  or  eighth  day  of  its  evolution.  Sometimes  the  lesions  are  grouped 
together  in  series  ; sometimes  they  remain  discrete,  although  contiguous  ; sometimes 
they  join  so  as  to  form  confluent  plaques,  which  are  almost  always  longitudinally 
arranged  along  the  natural  folds  of  the  part. 

The  model  illustrates  only  isolated  elements,  but  they  are  quite  typical.  Their 
size  varies  from  a millet-seed  to  a large  lentil,  and  they  may  even  be  larger;  their 
central  portion  is  depressed ; their  colour  is  either  opalescent  or  silvery  white ; they 
are  surrounded  by  a light  pinkish  areola.  To  this  colouration  and  to  their  marked 
umbilication,  they  owe  their  singular  resemblance  to  the  pustules  of  vaccinia. 

The  lesions  assume  a different  aspect  when  they  are  agglomerated  in  confluent 
masses  in  the  folds  of  the  skin.  In  one  of  our  models  they  are  seen  to  constitute 
uniform  swellings  in  the  crural  folds,  eight  millimeters  in  breadth,  and  projecting 
for  about  three  millimeters ; they  attain  a length  of  nearly  ten  centimeters ; they 
are  abruptly  delimitated  from  the  healthy  tissues,  and  their  internal  surfaces  are 
ulcerated.  Moreover,  they  exhibit  the  same  opalescent  or  silvery  tint  as  has  been 
recognized  in  the  isolated  elementary  lesions. 

In  addition  to  the  aggregations  in  long  lines  corresponding  to  the  folds  of  the 
skin,  agminate  patches  may  also  be  observed,  with  poly  cyclical  outlines  and  depressions 
in  the  centre  ; they  are  of  much  smaller  size  and  do  not  exceed  two  centimeters 
in  diameter. 

Soon  after  their  appearance  the  lesions  become  eroded  in  the  centre  and  ooze 
slightly.  Subsequently,  ulceration  becomes  more  marked,  and  a thin  crust  forms 
in  the  umbilicated  portion.  Some  swelling  of  the  inguinal  glands  has  been  noted. 

As  long  as  the  child  is  improperly  looked  after,  the  eruption  persists  without 
change.  On  the  contrary,  cleanliness  and  simple  dressings  with  starch  powder  rapidly 
bring  about  its  subsidence,  and  cure.  Soon,  according  to  Feulard,  no  traces  of  it 
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remain  except  some  brownish  macules  destined  to  disappear  completely.  No  scars 
result. 

Diagnosis. — The  reason  of  this  form  of  dermatitis  not  having  been  previously 
described  is  undoubtedly  that  it  has  generally  been  confounded  with  syphilis.  The 
localization  of  the  initial  lesions  about  the  genitals,  their  papular  character,  their 
excoriation  and  slight  oozing,  are  all  so  many  characteristics  which  might  lead  to  this 
erroneous  Conclusion.  Still,  observation  of  the  patient  for  a few  days  suffices  to 
convince  one  that  an  affection  of  another  description  is  being  dealt  with,  for  no  syphilide 
is  ever  observed  to  disappear  so  completely  and  in  so  short  a time  without  specific  treat- 
ment. On  the  other  hand  the  umbilication  of  the  primary  lesions,  their  silvery  tint, 
their  agglomeration  in  masses  along  the  margins  of  the  cutaneous  folds,  the 
shallowness  of  the  ulcers,  and  their  mode  of  grouping  in  linear  series,  constitute  an 
ensemble  of  characteristics  which  ought  to  prevent  all  such  confusion. 

M.  Jacquet  in  1886,  described  an  eruption  which  might  be  mistaken  for 
dermatitis  vacciniformis,  under  the  name  of  Erytheme  papulenx  fessier  post-e'rosif 
(post-erosive  papular  erythema  of  the  buttocks).  It  is  specially  characterized  by  the 
occurrence  of  rounded  papules,  with  greatly  raised  margins  which  ooze  slightly. 
It  differs  from  the  form  of  dermatitis  we  are  treating  of  in  the  following  points, 
viz.,  the  initial  lesion  is  an  erythematous  plaque,  succeeded  by  superficial  ulcers  which 
are  notably  irregular  in  outline ; hypertrophy  of  the  skin,  evidenced  by  the  production 
of  papules,  only  occurs  secondarily,  and  these  do  not  present  the  opalescent  or  silvery 
tint  so  remarkable  in  dermatitis  vacciniformis;  at  their  periphery  there  may  also 
be  observed  a fine  folding  or  crinkling  of  the  epidermis  in  a radiate  arrangement, 
which  helps  towards  their  recognition;  finally,  the  seats  of  election  are  the  gluteal 
regions  and  backs  of  the  thighs,  and  not  the  inguinal  and  crural  folds,  as  in 
dermatitis  vacciniformis. 

We  shall  see  that  this  localization  also  serves  to  differentiate  this  form  of  dermatitis 
from  that  described  under  the  name  of  Ecthy  ma  terebrant , as  well  as  other  characteristics 
upon  which  we  shall  dwell  when  describing  the  other  model  represented  in  the  plioto- 
lithochrome  accompanying  this  number. 

Prognosis. — This  is  most  favourable,  as  ordinary  cleanliness  and  the  simplest 
dressing  suffice  to  clear  off  the  eruption. 

Nature.— Dermatitis  vacciniformis  infantilis  has  special  characters  of  its  own, 
and  represents  a clearly  differentiated  clinical  type,  one  may  say  a morbid  entity.  It 
may  be  affirmed  that  it  is  a local  infection,  and  that  auto-inoculations  can  only  be 
explained  by  direct  transmission  of  the  infective  agent ; the  absence  of  disturbance 
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of  tlie  general  health,  and  the  localization  of  the  lesions  in  a part  where  they  can  be 
transmitted  by  inoculation,  show  that  the  disease  is  not  one  totius  substantial. 
Unfortunately,  bacteriological  examination  has  hitherto  only  revealed  the  presence  of 
the  ordinary  microbes  of  suppuration ; further  researches  should  lie  made  in  this 
direction. 

We  possess  no  data  as  regards  its  pathological  anatomy,  as  no  biopsy  or  autopsy 
has  been  made.  It  seems,  however,  highly  probable  that  the  immediate  cause  of  the 
umbilication  is  the  same  as  that  in  the  vaccinia  and  variola  pustule. 


H.  HALLOPEAU. 
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A CUTE  EC  T II Y M A 0 E 


(ECTHYMA  TEREBRANT  DE  L'ENFANCE.) 


Model  by  Baretta,  No.  420,  in  the  Saint  Louis  Hospital  Museum,  made  in  the  year  1887,  from  a patient 

uuder  the  care  of  Prof.  Fournier. 


This  model  represents  a beautiful  example  of  the  disease,  and  is  instructive,  as 
affording  an  opportunity  for  studying  all  the  steps  in  the  development  of  the  changes. 

Description  of  the  Ulcers. — Small  erythematous  papules  are  first  noticed ; 
other  similar  lesions  present  in  their  centre  a punctiform  ulceration,  which  is  the 
result  of  the  rupture  of  a vesico-pustule,  the  existence  of  which  has,  however,  been 
of  so  short  duration  that  all  the  lesions  in  the  plate  developed  either  before  or 
after  it.  These  latter  are  represented  by  ulcers,  the  size  of  which  varies  from  a, 
few  millimeters  to  nearly  two  centimeters,  the  difference  in  area  corresponding  to 
the  rapidity  of  extension  of  the  ulcerative  process. 

From  the  beginning  the  ulcers  are  remarkable  for  the  abruptness  of  their 
margins,  which  are  scooped  out  like  those  of  a simple  chancre.  Their  base  is 
cupped  and  covered  with  sanious  detritus.  From  the  very  beginning  they  spread 
progressively  and  rapidly  in  a centrifugal  direction  ; their  outline  either  remains 
circular  or  becomes  oval ; a.  slight  erythematous  areola  surrounds  them. 

Meanwhile  the  ulceration  extends  in  depth  as  well  as  in  superficies,  thus  justifying 
the  epithet  of  terebrant  (lit.,  boring ),  applied  to  this  form  of  ecthyma. 

The  lesions  have  a tendency  to  spread  by  auto-inoculation,  as  was  shown  by 
\ idal,  and  neighbouring  lesions  may  coalesce  and  thus  form  large  polycyclical 
patches.  By  the  loss  of  substance  which  they  involve,  by  the  violent  pain  which 
they  provoke  (to  which  the  constant  crying  of  the  children  affected  amply  testifies), 
and  by  the  absorption  of  septic  matter  which  takes  place,  these  ulcers  aggravate 
tlie  cachectic  condition  which  favoured  their  initial  development,  and  they  give  rise 
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more  or  less  rapidly  to  marasmus,  cachexia,  and  death,  unless  active  therapeutic 
means  are  adopted. 

The  lesions  are  chiefly  situated  on  the  buttocks ; but  not  infrequently  they  invade 
the  thighs — especially  their  upper  and  posterior  parts— and  the  inguinal  regions. 
Any  region  of  the  body  may  be  secondarily  infected,  and  aberrant  lesions  have  even 
been  seen  on  the  scalp,  while  pretty  frequently  the  buccal  mucous  membrane  is 
simultaneously  involved. 

When  the  disease  is  about  to  recover,  the  losses  of  substance  lose  their  sanious 
character,  granulations  develop  and,  more  or  less  slowly,  cicatricial  tissue  forms.  The 
lesions  always  leave  indelible  scars. 

jDtiolocjy This  skin  affection  appears  always  to  occur  in  young  children  in 
the  first  two  years  of  life.  It  is  caused  by  the  permanent  contact  of  faeces  and  urine, 
in  which,  in  all  probability,  a pathogenic  agent  develops,  which  is  not  yet  identified, 
but  which  certainly  differs  from  that  which  develops  in  similar  circumstances  and 
gives  rise  to  the  lesions  of  Dermatitis  vacciniformis. 

Diagnosis.— This  disease  must  be  differentiated  from  the  other  ulcerative 
eruptions  which  are  observed  in  infants  of  the  same  age. 

First  we  must  separate  them  from  dermatitis  vacciniformis,  described  in  the 
previous  article.  Doubtless  the  two  diseases  develop  at  the  same  time  of  life ; they 
most  frequently  affect  the  same  regions ; both  are  ulcerative,  auto-inoculable,  and 
caused  chiefly  by  uncleanliness.  But,  side  by  side  with  these  common  characters,  we 
find  essential  differences — e.g.,  their  situation  is  different,  for  while  dermatitis  vaccini- 
formis chiefly  affects  the  cutaneous  folds,  ecthyma  terebrant  is  principally  localized  on 
prominent  parts.  Again,  neither  the  abruptly-cut  margins  of  the  ulcers,  nor  the  deep 
destruction  of  tissue  so  remarkable  in  ecthyma  terebrant,  are  present  in  dermatitis 
race  ini  for  mis.  Finally,  their  prognosis  is  widely  different ; for  while  dermatitis 
vacciniformis  is  a benign  disease  which  easily  recovers  with  ordinary  cleanliness  and 
without  leaving  other  traces  than  simple  macules,  ecthyma  terebrant  involves  a most 
grave  prognosis,  and,  when  it  recovers,  results  in  the  production  of  indelible  scars. 

In  1878,  0.  Simon  described  a bullous  dermatosis  which  gives  rise  to  ulcers 
similar  to  those  of  ecthyma  terebrant ; but  in  spite  of  the  analogy,  the  initial  develop- 
ment of  bullae  seems  to  indicate  a different  morbid  process  from  that  which  causes  the 
latter  eruption. 

The  same  remark  applies  to  the  multiple  gangrenes  which  sometimes  develop  in 
young  infants.  The  gangrene  is  connected  with  special  chemical  changes  which  are 
not  met  with  in  ecthyma. 
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One  cannot  but.  recognize  that  it  is  important  to  distinguish  ecthyma  terebrant 
from  syphilitic  ulceration.  The  mode  of  onset,  the  spread  of  the  ulcers,  their  situation, 
and  the  cachexia  may  be  the  same  in  the  two  conditions.  Nevertheless,  syphilides 
in  general  are  more  indurated  at  the  margin,  more  neoplastic  ; they  have  less  tendency 
to  suppurate ; they  are  more  disseminated ; and  at  the  same  time  as  they  change  their 
situation,  specific  coryza,  lesions  at  the  angles  of  the  mouth,  and  ulcers  about  the  anus 
usually  appear.  Finally,  in  cases  of  doubt,  the  results  of  specific  treatment  soon  clear 
up  the  diagnosis. 

The  ulcers  of  ecthyma  terebrant  closely  resemble  those  of  soft  chancres  : they 
have  the  same  abrupt  margin,  the  same  sanious  base,  the  same  tendency  to  excentric 
extension,  the  same  easy  spread  by  auto-inoculation.  But  their  situation,  the  mode  of 
onset  by  an  erythematous  papule,  and  the  depth  of  the  ulceration  permit  of  a 
distinction  being  drawn. 

Treatment. — -This  should  consist  chiefly  of  the  employment  of  appropriate 
antiseptic  measures.  If  the  lesions  are  not  too  extensive  it  will  be  well  to  dust 
them  with  iodoform  or  di-iodoform ; or  europhen  may  be  used,  an  antiseptic  which  has 
the  advantage  of  being  active  and  not  irritating,  while  it  exhales  no  disagreeable 
odour.  Compresses  of  absorbent  wool,  impregnated  with  a solution  of  corrosive 
sublimate  (5-1000)  or  of  carbolic  acid  (1-200),  yield  equally  good  results.  It  is 
unnecessary  to  insist  upon  the  necessity  for  absolute  cleanliness  and  a suitable  regime. 

Nature  of  the  Disease. — The  immediate  cause  of  this  form  of  ecthyma  is  not 
yet  determined.  It  may  be  affirmed  that  it  is  a parasitic  disease,  in  view  of  its 
auto-inoculation  and  its  progressive  spread,  and  that  it  is,  in  all  probability,  of  microbic 
origin  ; but  the  nature  of  its  causal  element  is  not  yet  certain. 

M.  Wickham  found  the  streptococcus  pyogenes  the  predominant  organism  in  a case 
observed  by  M.  Baudouin  in  the  service  of  Prof.  Fournier.  More  recently  M.  Elders 
has  established  the  existence  of  the  bacillus  pyocyanevs  in  material  from  the  same  ulcers. 
The  results  of  experiment  will  decide  if  either  of  these  microbes  is  the  immediate 
cause  of  the  disease. 

II.  HALLOPEAU. 


[I  am  not  aware  that  any  cases  have  been  identified  in  Britain  as  belonging  to  either  of 
the  types  described  in  this  number,  although  cases  presenting  extremely  similar  characteristics 
are  of  not  infrequent  occurrence.  These  arc  habitually  attributed  to  “pus-infection,”  and  it 
seems  dubious  whether  there  is  any  practical  advantage  in  further  elaborating  the  diagnosis. 
Possibly  further  bacteriological  research  may  justify  their  separation  from  other  forms  of 
staphylococcia,’  which  arc  freely  acknowledged  to  differ  widely  in  their  clinical  manifestations. 

I he  name  “ Ecthyma  ” is  in  Britain  now  regarded  as  superfluous,  and  is  practically  obsolete. 

J.  J.  Pringle.] 
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PLATE  XXI. 


LESIONS  IN  A HABITUAL  COCAINE  AND  MORPHINE 

CONSUMER, 

SIMULATING  TUBERCULAR  AND  ULCERATING  SYPHILIDES. 


Model  by  Baretta,  in  the  Museum  of  the  Saint  Louis  Hospital,  No.  1803,  made  in  the  year  1894,  from  a 

patient  under  the  care  of  Prof.  Fournier. 


The  accompanying  photo-lithoclirome  represents  polymorphous  lesions  resulting  from 
injections  of  morphine  and  cocaine,  which  are  here  reproduced  on  account  of  their 
resemblance  to  syphilitic  manifestations. 

In  the  middle  of  the  arm  a scabbed  lesion  is  to  be  seen,  which  simulates  two 
syphilitic  conditions — viz.,  the  tuberculo-crusted  syphilide — rupia  syphilitica — and 
the  hard  chancre.  In  the  case  from  which  the  model  was  taken  there  was  very 
marked  induration  immediately  around  the  scabby  lesion,  but  there  was  no  multiple 
adenitis  of  the  axillary  glands. 

Outside  this  rupia- like  lesion  there  are  prominent  cheloid  cicatrices,  violaceous 
or  vinous  in  colour,  and  surrounded  with  dilated  veins,  which  constitute  a veritable 
border  to  them.  Lower  down  the  arm  the  lesions  diminish  in  intensity,  and  are 
only  represented  by  erythematous,  violaceous,  or  purpuric  patches. 

The  clinical  history  of  the  case  is  as  follows  : — 

The  patient  13.,  a domestic  servant,  aged  forty-two  years,  was  admitted  to  hospital  on 
December  29th,  1891,  under  the  care  of  Professor  Fournier.  Ten  years  previously  she  suffered 
from  puerperal  peritonitis,  resulting  in  the  formation  of  painful  adhesions. 

To  assuage  the  abdominal  pain  the  employment  of  morphine  was  resorted  to,  and  the 
patient  continued  it,  gradually  augmenting  the  dose.  It  is  now  difficult  to  ascertain  with 
precision  the  quantity  of  morphine  injected  daily;  it  was  probably  about  0’10  grammes.  From 
time  to  time  for  the  last  two  years  the  patient  has  also  used  cocaine,  hut  it  is  impossible  to 
ascertain  the  dose. 

The  patient  is  a neuropathic,  formerly  a hystero-epileptic,  and  is  addicted  to  alcoholic 
excesses.  She  has  even  induced  her  husband  to  follow  in  the  same  evil  path  : it  is  a morphino- 
maniac,  alcoholic  menage. 
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She  lias  used  the  same  syringe  for  the  last  ten  years,  and  it  is  in  a remarkably  dirty 
state.  For  several  years,  whenever  the  patient  has  given  herself  an  injection,  an  abscess  has 
resulted.  Usually,  the  abscess  has  not  been  accompanied  by  abundant  suppuration,  but 
extensive  ulceration  has  resulted,  followed  by  a cheloid  cicatrix. 

At  the  present  time  there  is  present  on  the  arm,  as  the  result  of  an  injection,  a form 
of  lesion,  which  has  repeatedly  been  produced  before  now.  This  consists  of  a nodular  swelling 
covered  with  a crust,  simulating  in  all  respects  syphilitic  rupia,  or  a giant  tuberculo-ulcerative 
syphilide.  On  other  parts  of  the  body,  and  especially  in  the  interscapular  region — where 
her  husband  has  been  in  the  habit  of  giving  her  morphine  injections — there  are  similar  lesions 
and  cicatrices  simulating  syphilis.  In  the  same  region  there  are  also  scars,  which  would 
lead  one  to  think  that  the  patient  has  several  times  been  treated  with  the  actual  cautery. 
The  sensibility  over  the  affected  regions  is  normal. 

Accidents  caused  by  the  use  of  morphine,  although  they  seldom  are  present  to 
so  marked  a degree,  are  not  at  all  rare.  The  results  of  the  injection  itself — l.e.,  of 
septic  traumatism — are  superadded  to  the  drag  eruption,  which  is  sometimes  the 
result  of  the  absorption  of  morphine  from  the  digestive  tract,  and  especially  of 
(other  ?)  derivatives  of  opium. 


A. — The  Direct  Local  Action  of  Morphine  is  always  a Traumatism  and  in 

Certain  Cases  an  Infection. 

I.  Traumatism. — The  prick  of  the  injection  needle  is  but  slightly  felt  at 
the  moment.  As  soon  as  the  liquid  has  penetrated,  the  patient  experiences  general 
and  local  sensations.  The  general  sensations  are  sometimes  a transient  vertigo,  a 
feeling  of  nausea  soon  passing  off,  or  a flush  of  heat,  which  in  some  cases  end  in 
diaphoresis  of  short  duration.  Most  of  these  phenomena  are  only  produced  by  the  first 
few  injections.  Locally,  the  sensations  experienced  are  different ; anatomically,  the 
condition  produced  is  an  intense  vaso-motor  dilatation,  which  gives  rise  to  a feeling 
of  itching,  pricking,  or  burning.  In  a few  moments  all  is  well,  and  the  pink 
oedematous  swelling,  indicative  of  the  seat  of  injection,  rapidly  disappears.  If  the 
needle  meets  with  a small  venule  some  drops  of  blood  result.  In  some  instances, 
the  injection  made  too  near  the  epidermis — i.e.,  not  sufficiently  deep — gives  rise  to 
a slough,  but  such  a slough  is  a real  direct  traumatism,  and  not  the  result  of  an 
infection. 

II.  Infection. — Suppurative  accidents  are  rare  since  the  introduction  of 
sterilizable  needles.  It  is  astonishing  to  notice  that  sometimes,  in  spite  of  the  employ- 
ment of  decomposed  solutions  and  of  dirty  needles,  no  accidents  result.  From  this 
point  of  view  a veritable  pre-disposition  may  be  said  to  exist.  Certain  subjects  cannot 
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have  an  injection  without  developing  pustules,  or  induration  and  sclerosis  of  the  skin 
round  the  puncture,  while  in  others  abscesses  or  even  phlegmons  form. 

The  following  septic  accidents  may  be  provoked  by  the  injection  of  morphine  : — 
(1)  A pustular  eruption,  which  may  consist  of  a single  pustule,  or  of  an  agglomeration 
of  pustules  surrounding  the  seat  of  injection  ; (2)  a furuncular  eruption ; (3)  the 
“morphine  carbuncle”;  (4)  intra-dermic  abscess,  as  in  the  case  of  our  patient; 
(5)  sub-dermic  phlegmons ; (6)  deep  phlegmons,  which  may  result  in  huge  losses  of 
tissue,  and  in  grave  accidents  in  morpliino -maniacs  already  reduced  to  a cachectic 
condition;  (7)  erysipelas  and  erysipelatoid  lymphangitis;  (8)  sloughs,  either  as  an 
immediate  effect  or  as  the  result  of  abscesses. 


B.— The  Indirect  Medicinal  Action  of  Morphine  on  the  Skin. 

Pathogenetic  Eruptions. 

Morphine,  like  any  other  medicament,  may  cause  drug  eruptions  in  certain  subjects 
which  are  different  in  different  cases.  We  are  still  ignorant  of  the  mode  of  production 
of  these  eruptions.  But  we  may  say  that  such  eruptions  develop  most  easily  in  persons 
liable  to  cutaneous  affections,  in  neuropathies,  and  in  those  under  the  influence  of  any 
infection  or  intoxication,  most  frequently  of  digestive  origin. 

All  the  following  forms  of  eruption  have  been  noted  : — (1)  Simple  erythema, 
consisting  of  ephemeral  spots  or  patches  of  erythema  ; (2)  exudative  erythema, 

polymorphous  erythema,  erythema  with  nodules — in  one  word,  all  the  varieties  of 
erythema  multiforme ; (3)  urticaria — the  commonest  of  all  the  drug  eruptions — - 

generally  benign,  but  sometimes  of  long  duration  and  extremely  obstinate ; (4)  des- 
quamative erythemas;  (5)  scarlatiniform  erythemas,  with  all  degrees  of  redness 
and  desquamation,  often  accompanied  by  itching ; (6)  vesicular  eruptions — eczema 

morphinique ; (7)  lichenoid  eruptions;  (8)  miliaria!  sweat  eruptions;  (9)  “morphine 
prurigo”;  (10)  pustular,  furuncular,  anthracoid  eruptions;  (11)  erysipelato-urticarial 
eruptions;  (12)  disseminated  gangrene. 

Eruptions  produced  by  morphine  are  thus  of  a purely  dermatological  order,  but 
they  are  capable  of  simulating  by  quite  another  mechanism  the  pustules  and  gangrenes, 
which  are  the  direct  infective  result  of  the  punctures. 

In  addition  to  the  immediate  results  there  are  late  accidents,  which  constitute 
the  “cutaneous  type  of  morphino-mania.” 

Later  Manifestations. — Of  these  our  patient  presents  a good  example.  She 
has  the  emaciated  pale  face,  the  drawn  features,  the  deeply-set  expressionless  eyes, 
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and  wrinkles  so  marked  that  she  looks  quite  an  old  woman.  The  skin  has  a dull 
earthy  look ; the  flesh  is  flabby,  the  epidermis  is  dry  and  harsh.  All  the  regions 
available  for  injections  are  riddled  with  indurated  tubercles,  which  cause  the  skin  to 
project  and  stud  it  with  irregular  nodules,  for  the  most  part  painless.  Here  and 
there  cicatrices,  either  depressed  or  prominent,  the  result  of  abscesses,-  disfigure  the 
patient  with  red  or  brownish  marks.  Such  is  the  general  aspect  of  old  mOrphino- 
maniacs.  Not  all,  indeed,  exhibit  abscesses  or  indurated  lumps,  but  in  all  the  skin 
assumes  this  characteristic  earthy  appearance. 

Cocaine  is  not  comparable  to  morphine  as  regards  its  cutaneous  effects,  but  one 
seldom  sees  its  effects  alone.  In  most  cases,  patients  begin  by  being  morphino-maniacs 
before  becoming  cocaine-maniacs.  The  result  is  the  same  in  both  instances. 

What  is  to  be  done  in  such  cases  ? Obviously,  the  first  duty  of  the  physician 
is  to  suppress  the  morphine.  The  local  treatment  is  merely  that  of  the  skin  disease,  the 
appearance  of  which  is  simulated  by  the  morphine  eruption. 

It  must  be  borne  in  mind  that  suppression  of  morphine  is  a delicate  matter, 
and  that  the  cure  of  the  morphine  habit  generally  necessitates  isolation,  and  always 
the  intervention  of  a physician  accustomed  to  carry  out  its  treatment. 

The  method  of  rapid  suppression  is  dangerous,  and  even  sometimes  fatal. 
The  method  of  slow  suppression  almost  always  results  in  relapse.  There  remains 
then  the  method  of  progressive  suppression,  which  consists  of  keeping  a close  and  constant 
watch,  in  order  to  obviate  the  risk  of  attempts  upon  their  life,  which  frequently 
occur  in  the  delirium  of  morphino-maniacs ; and,  in  diminishing  the  dose  gradually 
but  rather  rapidly,  so  that  the  drug  is  totally  discontinued  in  a period  varying 
from  a fortnight  to  a month.  In  this  way  some  of  the  accidents  accompanying 
suppression  of  the  drug  are  avoided,  and  especially  the  sensations  of  chill  and  heat,  which 
produce  a state  of  considerable  excitement  in  the  patients. 


GASTON. 


/?/?/? 


PLATE  XXII. 


RINGWORM  OF  THE  BODY. 


Synonyms:  TRICHOPHYTOSIS  CUTANEA.  HERPES  CIRCINNATUS. 


Model  by  Baretta,  in  the  Museum  of  the  Saint  Louis  Hospital,  Ho,  1357,  made  in  the  vear  1883, 
from  a patient  under  the  care  of  Mons.  E.  Besnier. 


It  cannot  be  said  that  the  accompanying  photo-1  ithoclirome  represents  a common 
type  of  trichophytosis,  if  two  of  the  fundamental  characteristics  of  ringworm  rings 
are  borne  in  mind,  viz.,  the  rarity  of  the  occurrence  of  more  than  one  at  a time  on 
the  same  subject,  and  their  accurately  circular  outline. 

On  the  other  hand,  a constant  characteristic  of  ringworm  with  multiple  circles 
is  fully  demonstrated,  viz.,  that  all  the  lesions,  from  the  objective  point  of  view,  are 
really  identical. 

We  propose,  then,  in  this  case,  to  study  the  three  characteristics  which  we  have 
laid  down  as  the  most  general  and  the  most  constant  in  trichophytosis  of  the  skin. 

I.  — The  remarkably  circular  outline  of  many  of  these  lesions  cannot  be  denied. 
There  are,  indeed,  hardly  any  skin  eruptions  of  other  origin  which  can  assume  so 
accurately  geometrical  an  outline  on  so  large  a scale. 

The  upper  patch  on  the  right  side  is  very  typical  in  this  respect — its  parasitic- 
nature  explains  this  circularity  without  any  difficulty — for  this  character  is  reproduced 
in  all  ringworm  cultures,  and  always  for  the  same  reason,  viz.,  that  parasitic  branches 
spread  centrifugally  like  divergent  rays  from  the  central  point  where  cultures  are 
inoculated.  If  each  ray  encounters  similar  physical,  chemical,  and  physiological 
conditions  they  will  be  all  of  equal  length,  and  the  lesion,  like  the  culture,  will  be 
discoid.  Rut  many  germs  growing  near  one  another  will  sometimes  give  rise  to 
confluent  lesions,  and  the  condition  produced,  instead  of  being  multiple,  as  at  first, 
becomes  single  and  polycyclical. 

II.  — It  is  a well  established  rule  in  France  that  trichophytic  lesions  are  al mays 


144 


THE  MUSEUM  OF  THE  SAINT  LOUIS  HOSPITAL. 


limited  in  number ; the  number  of  patches  reproduced  in  the  photo-lithochrome  is 
seldom  attained  and  still  more  rarely  surpassed. 

Generalized  forms  of  trichophytosis  do  exist — e.g.,  the  Tinea  imbricata  of  the  Pacific 
islands — but  not  in  our  country. 

The  Pityriasis  rosea  of  Gibert  is  not  of  trichophytic  origin ; this  view  is  contrary 
to  that  still  held  by  the  Vienna  School,  who  maintain  that  the  disease  is  a generalized 
trichophytic  eruption. 

III. — The  similarity  of  trichophytic  lesions  co-existing  on  the  same  individual  is  here 
perfectly  demonstrated,  and  a single  glance  suffices  to  satisfy  oneself  of  it.  This 
conviction  is  rendered  only  the  more  complete  by  careful  examination  of  the  form  and 
size  of  the  patches,  of  their  margin — which  is  redder  than  their  centre — and  also  of 
their  elementary  erytliemato-squamous  and  vesicular  lesions.  Finally,  the  tint  of  the 
erythema,  which  indicates  the  degree  of  congestion  of  the  underlying  vascular  network, 
is  the  same  in  each  patch. 

These  various  points  indicate  a uniformity  of  objective  characters,  all  the  more 
remarkable  because  it  is  of  constant  occurrence.  Multiple  trichophytic  lesions 
occurring  in  the  same  individual  are  always  similar. 

This  identity  becomes  a point  of  still  greater  importance  when  compared  with 
the  extraordinary  differences  in  appearance  between  different  forms  of  trichophytic  disease 
occurring  in  different  subjects. 

A comparison  of  this  plate  with  that  representing  agminate  trichophytic  folliculitis 
(Plate  XV  II.)  is  very  striking  in  this  connection,  for  the  two  lesions,  although  both 
of  trichophytic  origin,  have  objective  characters  as  dissimilar  as  possible.  This 
polymorphism  of  trichophytic  affections  on  different  subjects,  as  opposed  to  the 
absolute  monomorphism  of  multiple  lesions  present  on  the  same  subject,  was  an 
enigma  until  the  recognition  of  the  plurality  of  the  trichophytons.  The  lesion  in  this 
case  is  distinct  from  that  of  agminate  folliculitis,  because  the  trichophyton  which  causes 
it  is  not  that  which  causes  agminate  folliculitis.  And  all  the  trichophytic  circles  present 
in  the  case  now  under  discussion  are  identical  one  with  another,  because  it  is  one  and 
the  same  parasite  which  gives  rise  to  them. 

The  case  presents  several  other  points  worthy  of  special  mention  : round 
the  margin  of  almost  all  the  patches  a peripheric  zone  may  be  observed,  which  is  more 
acutely  inflammatory  than  the  central  portion  of  the  lesion,  because  the  life  of  the 
parasite  is  more  active  at  the  margin  of  each  patch.  It  is  there  that  it  proliferates, 
and  thus  that  it  spreads. 

Meanwhile  the  centre  of  the  patch  subsides,  and  often  its  surface  shrinks  and 
crinkles,  as  in  the  lower  circle  on  the  left  side.  In  a few  days  it  will  desquamate 
freely.  Sometimes,  as  in  this  case,  the  surface  of  the  trichophytic  patch  exhibits 
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scattered  vesicles  throughout  its  entire  duration.  But,  as  a rule,  it  is  only  at  the  margin 
of  the  lesion  that  early  or  originating  vesicles  are  met  with,  while  in  the  centre 
they  disappear. 

There  is  another  infallible  means  of  gauging  the  degree  of  vitality  and  activity 
of  the  trichophyton  in  the  lesion.  The  activity  of  the  trichophyton  is  directly  proportional 
to  the  regularity  of  the  circinnation  of  the  margin  of  the  diseased  patch.  The  more 
accurately  defined  the  margin  of  a trichophytic  patch,  and  the  more  “ padded  up,” 
as  it  were,  so  much  the  more  easy  will  it  be  to  demonstrate  the  parasite,  and  to  obtain 
cultures  of  it. 

On  the  contrary,  when  a trichophytic  patch  subsides  spontaneously,  as  frequently 
happens,  it  always  first  loses  its  circular  outline.  It  becomes  irregular  and  ill-defined 
before  entirely  disappearing. 

The  raised  pad-like  swelling  round  the  margin  of  an  active  trichophytic  patch 
is  certainly  one  of  the  most  useful  characters  for  determining  a differential  clinical 
diagnosis,  whether  it  be  a simple  papular  rim,  or  studded  with  seborrhoeic  squames, 
or  witli  vesicles  or  pustules. 

The  differential  diagnosis  of  cutaneous  trichophytosis,  taken  as  a whole,  may 
be  made  from  twenty  different  diseases ; for  its  polymorphism — in  relationship 
with  the  plurality  of  the  trichophytons — -explains  how  it  may  be  confounded  with 
diseases  so  distinct  as  seborrhoeic  eczema,  psoriasis,  circinnate  seborrhoea  with  small 
elements  (the  “flannel  eczema”  of  old  French  writers),  with  erythemata  (figurata, 
medicamentosa,  multiforme)  with  pityriasis  rosea  in  the  early  stage,  etc. ; or  even 
with  tertiary  serpiginous  sypliilides. 

Each  case  might  be  discussed  in  relation  to  very  dissimilar  diseases,  but  we  cannot 
here  enter  into  such  details.  If  the  primary  characteristics  of  trichophytic 
rings  are  borne  in  mind,  viz.,  the  accurately  circular  outline  of  the  patches,  their  small 
number,  and  their  similarity  one  to  another,  the  majority  of  possible  errors  will  be  avoided, 
and  but  few  errors  will  be  committed,  even  by  those  with  only  slight  dermatological 
experience.  Besides,  the  diagnosis  can  always  be  confirmed  by  microscopic 

examination  of  the  pus  or  serum  of  the  vesicles,  or  of  the  detached  scales. 
The  material  for  such  investigation  should  always  lie  taken  from  the  most  external 
part  of  the  most  active  lesions. 

The  preliminary  procedure  is  the  same  for  a scale  as  for  a hair,  and  consists  in  its 
dissociation  with  the  aid  of  heat  and  liquor  potassee  (thirty  per  cent.).  Any  solvent 
solution,  and  especially  acetic  acid,  may  be  used  in  the  same  way  as  liquor  potassa?. 

As  we  have  already  described  the  microscopical  technique  ( Part  V.,  page  115)  we  do 
not  need  to  repeat  it. 

A mycelial  parasite  is  found,  which  spreads  between  the  epidermic  cells  separating 
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them,  and  presents  general  morphological  characters,  which  are  identical  for 
all  cases. 

(1)  The  mycelial  filaments  are  usually  almost  accurately  rectilinear  or  at  least  only 
slightly  sinuous ; they  never  follow  the  outline  of  the  epidermic  cells  but  extend 
straight  forward  in  long  branches  between  two  epidermic  layers. 

(2)  They  are  made  up  of  rectangular  cells,  usually  uniform  in  size  and  very 
regular,  from  about  eight  to  ten  a in  length  by  four  «•  in  breadth.  Sometimes  these 
mycelial  cells  assume  a sporular  form,  and  then  they  resemble  the  spores  found  in 
ringworm  (trichopliytic)  hairs. 

(3)  The  filaments  divide  dichotomously,  and  this  is  a rule  which  permits  of  no 
exceptions. 

After  what  has  been  said  regarding  the  different  forms  of  trichopliytic  affections, 
the  question  naturally  arises  as  to  what  special  parasitic  species  gave  rise  to  the  lesions 

figured  in  the  photo-lithoclirome.  To  this  question 
no  certain  answer  can  be  given,  as  the  model  was 
made  many  years  before  there  was  any  inquiry  into 
the  plurality  of  the  trichophytons. 

Judging  from  objective  characters  alone,  one 
may  say  that  we  are  dealing  with  a trichopliytic 
disease  of  animal  origin,  for  in  cultivations  we  do 
not  see — at  least  in  France — such  large  and  so 
numerous  circles  caused  by  the  common  species 
of  trichophyton  which  produce  the  ringworm  of 
children. 

But  with  what  animal  species  are  we  dealing  ? From  lesions  similar  to  these  in 
every  aspect,  a trichophyton  yielding  acuminate  cultures  of  a violet-black  colour  has 
several  times  been  derived ; it  is  rare  in  France  and  very  common  in  Italy ; but  its 
animal  origin  remains  unknown.  That  is  all  one  can  say  about  it. 

It  should  be  added  to  this  necessarily  incomplete  diagnosis  that  several  tricho- 
phytons, of  different  botanical  species,  and  living  habitually  on  different  animals, 
may  give  rise  in  man  to  lesions  too  similar  one  to  another  for  the  eye  to  differentiate 
them  easily.  Not  all  trichophytons  give  rise  to  a form  of  lesion  so  easily  recognizable 
and  so  accurately  differentiated  as  agminate  folliculitis. 

From  the  clinical  point  of  view,  however,  the  origin  of  the  various  forms  of 
cutaneous  trichophytosis  is  of  little  moment ; their  prognosis  is  favourable,  and  their 
treatment  easy.  A few  vigorous  applications  of  tincture  of  iodine  repeated  daily 
till  the  patch  is  completely  exfoliated  and  local  congestion  has  entirely  subsided, 
constitute  the  best  form  of  treatment.  One  or  two  weeks  suffice  to  obtain  cure, 


Trichophyton  in  a scale  x 200  diameters. 
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and  the  lesions,  like  those  of  all  the  forms  of  cutaneous  trichophytosis,  excepting 
agminate  folliculitis,  disappear  without  leaving  any  traces. 

SABOURAUD. 


[In  England  the  occurrence  of  multiple  patches  of  “Tinea  circinnata”  on  glabrous  skin 
is  certainly  not  so  rare  as  one  would  infer  from  Dr.  Sahouraud’s  text  to  be  the  case  in  Erance. 
The  trichophyton  yielding  acuminate  dark  violet  cultures  is  of  very  exceptional  occurrence 
here,  as  in  Erance,  and  we  have  no  clue  to  its  origin. 

I am  inclined  to  favour  the  use  of  liquor  potassie  of  the  British  Pharmacopoeia!  strength 
(about  six  per  cent.),  and  employed  cold,  to  that  recommended  by  Dr.  Sabouraud — at  least,  in 
the  bustle  of  active  practice,  whether  in  the  consulting  room  or  in  the  hospital  out-patient 
department.  The  position  of  the  mycelial  elements  can  be  rapidly  and  very  accurately  deter- 
mined during  the  clearing  up  of  the  specimen. — J.  J.  Pringle.] 
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PLATE  XXIII 


SYPHILITIC  HYPERKERATOSIS. 

Model  by  Baretta,  in  the  Museum  of  the  Saint  Louis  Hospital,  No.  1722,  made  in  the  year  1893, 

from  a patient  under  the  care  of  M.  Ernest  Besnier. 


Photo-lithochrome  No.  XXI  IT.  is  a notable  example  of  syphilitic  hy-perkeratosis — that 
is  to  say,  of  marked  hypertrophy  of  the  epidermis  upon  a substratum  consisting  of 
a “specific”  infiltration  of  the  corium  of  the  plantar  region;  it  differs  essentially 
from  the  primary  keratoses,  in  which  the  derma  only  shows  trifling  changes,  which 
are  apparently  consecutive  to  lesions,  affecting,  in  the  first  instance,  the  generative 
layer  of  the  epidermis. 

I. 

Unfortunately,  we  can  only  give  but  feAv  details  regarding  the  patient,  as  the 
clinical  notes  are  missing.  We  only  know  that  he  was  a hotel  waiter,  an  occupation 
which  naturally  involves  much  fatigue,  and  which,  to  some  extent,  explains  the 
localization  of  the  lesions.  He  was  thirty- three  years  of  age,  and  eight  years  previously 
had  contracted  syphilis  of  severe  type,  as  it  assumed  an  ulcerative  character  in  the 
secondary  period. 

The  right  foot  is  represented  in  the  plate,  but  the  left  was  simultaneously 
affected,  or  nearly  so,  and  the  lesions  there  presented  the  same  localization  and  the 
same  appearances.  Even  as  regards  the  vegetating  lesions  in  the  retro-malleolar 
region  the  conditions  were  the  same  on  the  two  sides,  the  model  ot  the  left  foot 
being  also  preserved  in  the  Museum  (No.  1723).  The  only  perceptible  difference 
is  the  slightly  less  advanced  condition  on  the  left  side. 

The  photo-lithochrome  reproduces  very  exactly  the  external  appearance  ol  the 
condition,  which  a few  complementary  remarks  will  more  fully  elucidate. 

Two  principal  elements  are  to  be  considered — viz.,  the  keratosis  and  the  specific 
neoplasm. 
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I,  The  Keratosis. — Its  distribution  is  not  uniform  but  in  large  zones,  roughly 
circular  in  arrangement,  as  may  be  seen  in  the  fore  part  of  the  heel,  corresponding  to 
the  heads  of  the  metatarsal  bones,  and  to  the  fore  part  of  the  calcaneum.  Its  colour  is 
greyish- white,  modified  by  common  atmospheric  impurities  mixed  with  sweat,  and 
by  that  of  the  subjacent  syphiloma.  In  thickness  it  varies  from  one  to  four  or  nearly 
five  millimeters ; it  is  traversed  at  certain  points  by  shallow  fissures,  at  the  bottom 
of  which  the  bleeding  derma  is  visible. 

It  is  most  abundant  over  the  points  of  maximum  pressure,  but  is  not  strictly 
limited  to  these  regions.  Thus,  there  exists,  as  in  certain  other  hyperkeratoses,* 
a sheath  round  the  heel,  but  it  is  incomplete  posteriorly,  while  it  extends  considerably 
in  front  of  the  heel  anteriorily,  where  it  terminates  by  an  enormous,  very  prominent 
outgrowth,  which  corresponds  to  the  posterior  part  of  the  plantar  arch,  where  pressure 
is  slight.  In  the  same  way,  the  greater  part  of  the  plantar  surface  of  the  big  toe  (its 
central  portion),  is  devoid  of  keratosis.  On  the  other  hand,  it  covers  fairly  accurately 
the  ends  of  the  second,  third,  fourth  and  fifth  metatarsals,  and  extends,  although  in  a 
thin  layer,  over  their  dorsal  surface. 

It  appears,  then,  that  the  keratosis  is  more  independent  than  in  other  forms  of 
keratodermia,  and  this  is  explicable  by  the  evolution  of  the  syphilitic  lesion,  the  seat 
of  which  may  certainly  be  originally  determined  by  long  continued  pressure,  but  cannot 
be  limited  by  it,  in  virtue  of  the  customary  eccentric  spread  of  syphilitic  new  growths. 

II.  The  Syphiloma. — The  syphilitic  infiltration  is  diffuse  and  not  deep,  nor 
prominent,  while  it  occupies  almost  the  whole  plantar  region.  On  the  heel  it  shows 
itself  as  redness,  which  the  layer  of  keratosis  allows  of  being  only  partially  seen.  It 
is,  however,  above  the  heel  in  the  retro-malleolar  groove  that  the  lesions  are  most 
marked  in  the  form  of  large  framboesioid  vegetations,  the  size  of  which  increases  in 
proportion  as  they  are  distant  from  the  plantar  region  ; this  latter  point  is  significant. 

II. 

The  latter  point  is,  as  has  been  said,  significant,  and  merits  further  notice. 
Nothing  could,  indeed,  be  more  conclusive  for  showing  that  as  far  as  regards  the 
determination  of  keratodermia  the  special  anatomical  structure  of  the  part  is  the 
responsible  factor,  and  but  little  importance  is  to  be  placed  upon  the  nature  of 
the  original  lesion.  Whenever  these  two  factors,  viz.,  plantar  skin  affection  and 

* See  models  55  and  56,  in  Saint  Louis  Hospital  Museum,  from  cases  under  M.  Lailler,  labelled  “ Eczema 
licheno'ide,”  iu  Avhich  bands  of  keratodennia,  strictly  limited  to  points  of  pressure,  may  be  seen ; in  these  the  heel 
is  completely  surrounded  by  a thick  and  uniform  epidermic  layer. 
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pressure,  occur  together,  there  hyperkeratosis  always  appears — or  nearly  always.  Again, 
wherever  the  special  structure  of  the  plantar  horny  layer  ceases,  the  skin  affection 
loses  its  keratosing  character.  In  the  case  we  are  studying  it  passes  from  the 
condition  of  a diffuse  infiltrating  neoplasm  into  a vegetating  neoplasm,  as  in  the 
retro-malleolar  region.  It  may  be  recalled  in  passing  that  the  transition  from  a 
keratosing  neoplasm  to  a vegetating  one  may  lie  seen  on  the  left  foot  equally  clearly 
and  at  the  same  point.  These  and  other  considerations,  which  it  is  superfluous  to 
develop  here,  easily  lead  us  to  understand  that  the  diagnosis  of  different  forms  of 
keratodermia  may  sometimes  be  extremely  difficult. 

This  cannot,  however,  apply  to  congenital  keratodermia  as  described  by  Unna  and 
E.  Besnier,*  in  which,  as  in  Besnier’s  case  (model  in  Saint  Louis  Museum,  No.  961), 
the  whole  of  the  surface  of  the  sole  in  contact  with  the  ground  is  cornified,  the  line  of 
demarcation  with  healthy  skin  being  abruptly  indicated  by  a narrow  erythematous 
margin. 

Nor  can  there  be  any  difficulty  regarding  common  symmetrical  keratodermia  of 
the  extremities , which  develops  in  “second  childhood.”  It  is,  according  to  E.  Besnier, 
erythematous,  irritable,  and  perhaps  in  association  with  some  central  nervous  dis- 
turbance. Although  the  lesions  are  most  marked  at  points  subjected  to  pressure  they 
develop  independently  of  all  trade  work ; the  disease  spreads  by  fits  and  starts,  and 
is  worst  in  winter.  The  hyperkeratosing  lesions  are  arranged  in  localized  spots  in 
front  of  the  lower  and  anterior  end  of  the  metatarsals.  The  intermediate  skin  is 
absolutely  normal,  and  is  separated  from  the  healthy  parts  by  an  erythematous  zone 
from  five  to  six  millimeters  in  width. 

The  f<  inns  of  keratodermia  in  foci  and  accidental  keratodermia  may  add  to  the 
confusion.  The  former  develop  in  separate  multiple  islets  on  the  palms  and  soles,  out 
of  all  proportion  to  the  intensity  of  the  lesions.  The  latter  occur  at  any  age  under 
the  influence  of  unaccustomed  pressure  ; they  always  remain  partial  and  curable,  and 
are  chiefly  observed  in  persons,  who,  after  passing  the  greater  part  of  their  life  without 
doing  any  manual  labour,  give  themselves  up  to  it  later  on. 

Forms  of  ichthyosis,  termed  local,  excepting  some  possible  confusion  with  keratoses 
of  special  nature,  enjoy  an  equal  facility  of  diagnosis  on  account  of  their  congenital 
origin,  and  the  absence  of  all  subjacent  neoplastic  infiltration. 

But,  on  the  other  hand,  keratoses  resulting  from  dermatoses  of  the  palms,  sometimes 
lend  themselves  very  easily  to  errors  of  diagnosis.  This  remark  is  applicable  to 
keratoses  of  eczematous , psoriatic,  or  lichenous  origin.  Syphilis  may  be  suspected 
as  the  result  of  the  history  of  the  case ; or,  again,  owing  to  the  existence  of  lesions 


* French  Translation  of  “Kaposi,”  Second  edition,  p.  40.  note  1. 
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of  the  skin  in  other  regions.  If  the  soles  alone  are  affected — and  the  most  doubtful 
cases  come  under  this  category — one  must  remember  that  symmetry  is,  generally, 
an  attribute  of  eczema,  psoriasis  and  lichen.  Nevertheless,  our  case  is  a striking 
demonstration  of  the  inconstancy  of  the  law.  There  are,  therefore,  a limited  number 
of  cases  in  which,  all  other  clinical  characters  being  ambiguous,  the  therapeutic  test 
alone  can  settle  all  doubts,  at  least,  as  between  syphilitic  keratoses  and  other 
secondary  keratoses. 


III. 

The  therapeutic  test  may  be  modified  by  special  conditions,  demanded  by  the 
anatomico-pathological  nature  of  the  keratosis  lesions.  For,  if  the  specific  neoplasm 
yields  as  usual  to  appropriate  treatment,  the  keratodermial  element  on  the  contrary, 
by  reason  of  its  very  banality,  resists  all  forms  of  medication,  whether  mercurial  or 
“ mixed,”  and  demands  special  treatment.  Such  was  the  case  with  our  patient,  in 
whom  it  was  necessary,  in  addition  to  specific  treatment,  to  resort  to  surgery,  and  to 
scrape  away  the  keratosed  surfaces  before  a satisfactory  result  was  obtained. 


LUCIEN  JACQUET. 
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Model  bj  Baretta,  No.  1 140,  in  the  Museum  of  the  Saint  Louis  Hospital,  made  in  the  year  1886,  from 

a patient  under  the  care  of  M.  Ernest  Besnier. 


The  frequent  occurrence  and  considerable  interest  of  this  important  skin  affection 
fully  justify  the  publication  of  a new  case  soon  after  that  studied  by  Feulard  in 
one  of  the  recent  numbers  of  this  Atlas  (No.  IV.,  p.  91,  English  Edition).  The 
more  so  as  there  are  great  differences  between  the  two  modes  of  eruption  of  the  same 
disease,  and  even  after  this  second  study  we  shall  still  be  far  from  having  exhausted 
the  question  of  polymorphism  in  psoriasis. 


I. 

Photo-lithochrome  No.  XXIV.  reproduces  the  upper  dorsal  region  of  a man,  aged 
twenty-two  years,  who  was  admitted  to  hospital  on  February  12th,  1886,  under  the  care 
of  M.  Ernest  Besnier.  His  pathological  history,  of  little  interest,  maybe  described  in 
few  words.  X.  is  strongly  built  and  has  al  ways  enjoyed  perfect  health,  thus  bearing  out 
the  general  law  in  accordance  with  which  psoriasis  is  regarded  as  a morbus  fortiorum. 
There  is  nothing  noteworthy  in  his  family  antecedents ; he  has  never  heard  of  any 
form  of  skin  eruption  in  his  parents  or  in  any  relative. 

He  has  been  “ a psoriatic  ,1  since  the  age  of  five  years,  when  his  head  only  was 
affected.  The  appearance  of  the  eruption  upon  the  trunk  and  limbs  dates  from  Ins 
thirteenth  year.  Since  then  he  has  had  periods  of  remission,  but  never  complete 
freedom  from  the  disease ; some  spots  have  always  remained  active,  especially  upon 
the  scalp.  The  outbreak,  part  of  which  is  reproduced  in  the  photo-lithochrome,  is  the 
most  confluent  one  he  has  ever  had;  the  lower  limbs  have  only  been  attacked  for  a 
few  days.  Only  the  feet,  hands  and  face  are  free  from  eruption,  and  they  have 
always  been  so. 
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The  eruption  on  the  back  is  absolutely  typical  of  figured  circinnate  psoriasis. 
Among  other  details  may  be  noted — 

1,  1,  1,  the  initial  psoriatic  point  if  the  phrase  is  allowable. 

2,  2,  2,  the  squamous  “gutta.” 

3,  3,  3,  the  complete  disc. 

4,  4,  4,  the  disc  undergoing  excentric  development  in  its  different  phases, 

from  the  hollowed  out  disc  to  the  complete  ring. 

5,  5,  5,  large  psoriatic  festoons  resulting  from  the  fusion  of  the  large  discs. 
It  is  superfluous  to  give  a detailed  objective  description  of  each  of  these  elements. 


in  various  stages  ; 5,  5,  5,  large  psoriatic  festoons ; 6,  erythematous  macule  ; 7,  7,  remains  of  erythematous  discs 
included  in  larger  discs  ; 8,  8,  8,  subsiding  raised  margin. 

It  suffices  to  say  that,  generally  speaking,  they  are  red  or  pale  pink  in  colour,  and 
that  the  discs,  as  well  as  the  rings,  are  covered  with  thin  glistening  scales. 

The  evolution  of  the  elements  is  interesting  to  follow.  It  is  clear,  on  simple 
inspection,  that  the  festoons  originate  from  a real  eruptive  transformation,  the 
successive  steps  of  which  can  be  followed,  and  that  this  transformation  starts  by  a 
peripheral  extension  of  the  initial  spot,  which  leaves  in  the  centre  a macule,  either 
erythematous  or  pigmented  (6),  and  sometimes,  in  the  larger  circles,  traces  are  left 
of  a circle  enclosed  therein,  (7)  evidencing  a special  hyperactivity  of  the  morbid  process 
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at  certain  periods  of  its  evolution.  The  well-known  method  of  production  of  festooned 
borders  by  fusion  of  large  discs  and  subsidence  of  the  points  of  contact  is  equally 
evident.  Finally  at  various  points  (8-8-8)  the  subsidence  of  the  psoriatic  raised  margin 
testifies  to  the  spontaneous  tendency  to  retrogression  which  terminates  the  existence 
of  the  eruption. 

Over  the  rest  of  the  body  the  eruption  presented  practically  similar  characters  to 
those  just  described,  and  the  same  remark  applies  to  the  upper  part  of  the  thighs. 

On  the  scalp  there  were  extensive  piled  up  layers,  composed  of  hard  squames  of 
a greyish  white  colour. 

II. 

We  see,  therefore,  without  insisting  upon  it,  that  important  differences,  at  least 
from  the  morphological  point  of  view,  distinguish  this  case  from  that  described  by 
Feulard,  which  was  a psoriasis  in  large  patches,  with  thick  scales,  a nummular  psoriasis 
of  the  commonest  type  of  the  disease.  We  are  forced  to  an  inquiry  as  to  whether  the 
identity  of  the  two  forms  is  to  be  accepted  as  an  infallible  dermatological  dogma ; 
whether  we  are  dealing  with  two  varieties  of  the  same  disease,  or,  if  the  diagnosis  of 
psoriasis,  which  was  formerly  unhesitatingly  accepted  in  this  case,  may  not  be  rendered 
dubious  or  modified.  This  retrospective  glance  is  all  the  more  justifiable  in  view  of  the 
works  of  Unna  (in  1886)  on  seborrlioeic  eczema,  which  have,  to  a certain  extent,  disturbed 
the  calm  which  existed  on  the  subject  of  the  nosology  of  psoriasis  and  have,  at  all 
events,  modified  the  former  conception  of  its  differences  from,  and  its  relationship 
with,  eczema. 

The  question  is  worth  putting,  even  although  it  cannot  here  be  studied  and 
discussed  in  all  the  detail  it  merits.  Now,  if  it  be  true  that  the  starting  point 
and  original  focus  of  the  disease  was  the  scalp,  as  in  the  case  of  most  old-standing 
seborrlioeic  eczemas,  it  is  also  true  that  the  growth  of  hair  is  perfectly  preserved  in 
spite  of  the  duration  of  the  disease  for  seventeen  years,  and  that  the  scales  are  dry,  hard, 
and  contain  no  fat  as  they  do  in  indubitable  seborrlioeic  eczema. 

Finally, one  cannot  but  point  out  that  if,  asBesnier,  Vidal  and  Unna  have  taught,* 
there  exists  chiefly  in  men  a particular  eczematous  affection  which  assumes  the  form 
of  more  or  less  circular  or  semi-lunar  discs,  of  confluent  rings  losing  their  margins  at. 
points  of  contact  and  formimr  festooned  figures,  and  which  exhibits  isolated  follicular 
elements  which  increase  excentrically  to  rapidly  become  circular  ; and  it  this  affection,  as 
is  generally  admitted,  now  belongs  to  the  “eczematoid  seborrhceas,”  nevertheless  it  must 
be  acknowledged  that  cases  similar  to  this  one  present  important  distinctive  marks  in 


* French  Translation  of  “Kaposi”  by  Besnier  and  Doyon,  Second  edition,  Vol.  I.,  p.  679. 
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the  much  greater  prominence  of  the  margin,  in  the  customary  absence  of  itching  in 
the  shiny,  dry  state  of  the  scales  and  in  its  much  more  obstinate  resistance  to  therapeutic 
agents.  Let  us  also  add,  as  necessarily  modifying  these  reserves,  that  in  dermatological 
diagnosis  the  objective  character  of  the  lesions  is  very  deceptive,  and  that  to  obtain 
definite  ideas  of  the  relationship  of  seborrhoeic  eczema  and  figured  psoriasis — which 
Unna  would  include  along  with  them — we  must  wait  for  the  information  which  the 
future  will  yield  to  us  upon  the  subject  of  the  pathogenic  cause  of  these  conditions — 
be  it  morococcus  or  what  not ! 

III. 

I shall  not  enter  upon  the  general  therapeusis  of  psoriasis,  even  in  the  most 
summary  manner,  but  shall  simply  point  out  the  means  employed  by  M.  Besnier 
in  this  case  to  obtain  for  his  patient  a temporary  cure,  the  only  result  hitherto 
obtainable  in  our  strife  with  psoriasis.  For  some  days  universal  inunctions  of  lard 
were  applied,  then  of  equal  quantities  of  oil  of  cade  and  cod  liver  oil. 

At  the  end  of  a fortnight  pure  oil  of  cade  could  be  employed.  At  the  same  time 
alkaline  baths  were  used,  and  arsenic  taken  internally. 

In  five  weeks  there  were  no  signs  of  scale,  the  raised  borders  of  the  patches  had 
subsided,  and  only  some  macules  remained,  indicating  the  seats  of  previous  lesions. 

LUCIEN  JACQUET. 


[There  is  no  problem  in  dermatology  more  complex  than  the  relationship  of  psoriasis  to 
the  seborrhoeic  processes,  but  this  is  not  a suitable  place  to  discuss  it.  Unna  has  practically 
abandoned  his  original  view  that  psoriasis  is  merely  a form  of  seborrhoea.  The  article  on  the 
subject  in  Lis  recently  published  monumental  work  is  well  worthy  of  study  (Histopathology 
of  the  Diseases  of  the  Skin.  Translated  by  Dr.  Norman  Walker,  p.  260  et  seq.). 

My  own  view,  taught  by  me  for  a considerable  number  of  years,  is  that  psoriasis  occurring 
in  persons  with  seborrhcBic  skins  presents  certain  well-marked  peculiarities,  among  which  may  be 
noted  abnormality  of  distribution,  special  tendency  to  circinnate  configuration,  and  great  proneness 
to  unusual  inflammatory  complications,  even  to  the  supervention  of  exfoliative  dermatitis. 

I regard  it  as  highly  probable  that  these  secondary  phenomena  are  due  to  microbic 
contamination,  the  microbes  being  the  same  as  those  responsible  for  the  dermatitis  so 
frequently  consequent  upon  sehorrhcea;  but  I have  never  seen  any  convincing  arguments 
advanced  for  the  microbic  origin  of  psoriasis  itself  ; indeed,  many  facts  appear  to  me  to  establish 
psoriasis  as  a disease  of  nervous  origin. — J.  J.  Pkingle.] 


PLATE  XXV. 
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Model  by  Baretta,  No.  1188,  in  the  Saint  Louis  Hospital  Museum,  made  in  the  year  188b,  from  a patient 
under  the  care  of  Mons.  L.  Brocq,  acting  for  Mous.  E.  Besnier. 


The  history  of  the  subject  of  this  eruption  is  extremely  painful,  and  of  itself  suffices 
to  prove  that  syphilophobia  may  give  rise  to  the  profoundest  cachexia,  and  probably 
may  cause  death.  The  first  part  of  the  case  was  published  in  1886  in  the  “ Annales 
de  Dermatologie  et  de  Sypliiligrapl lie, 1 ’ under  the  title  of  Cutaneous  hromism , with 
large  elementary  lesions , after  taking  small  doses  of  bromide  of  potassium  for  a , short  time  ; 
pemphigoid  eruption  during  the  period,  of  cicatrisation.  Now  we  must  add  syphilophobia, 
frequent  relapses , profound  cachexia , probable  death. 

I.  — The  patient  was  a man,  thirty-one  years  of  age,  a policeman,  of  strong 
constitution  and  good  muscular  development,  who  had  never  suffered  from  any  disease 
except  a moderate  and  uncomplicated  gonorrhoea  about  a year  previous  to  his  admission 
to  hospital.  He  had  never  had  a chancre  or  any  skin  eruption.  He  only  suffered 
for  some  months  from  pains  in  the  lumbar  region  and  headache.  For  this  he  had 
been  prescribed  a “ soothing  v medicine,  which  he  had  been  taking  for  ten  days,  when 
he  noticed  the  presence  of  two  red  pimples,  like  warts,  below  his  right  nipple. 

The  following  day  the  pimples  increased  and  some  pus  exuded  ; five  or  six  more 
appeared  on  the  back  and  face.  lie  then  stopped  taking  the  medicine,  and  was 
treated  by  the  application  of  iodoform  powder  and  poultices.  In  spite  of  these 
measures  fresh  eruptions  appeared,  the  initial  lesions  increased,  and  he  came  into 
hospital  on  September  10th,  1880. 

II.  — The  lesions  were  then  situated  on  the  scalp,  face,  neck,  scapular  regions,  and 
on  the  front  of  the  trunk.  There  was  nothing  on  any  other  part  of  the  skin  except 
one  isolated  lesion  on  the  left  calf. 
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The  number  of  lesions  present  was  eiglity-two ; they  were  of  all  sizes,  from 
papulo-pustules — the  size  of  a pea  or  small  hazel  nut,  soft,  with  red  base  and  rounded 
summit,  formed  by  stretched  epidermis,  showing  by  transparence  turbid,  yellowish 
pus — up  to  tumours  arranged  in  plateaux  projecting  a centimeter  or  more  from  the 
surface,  as  big  as  a ten-centime  piece.  The  base  of  these  tumours,  which  was  very 
friable,  was  covered  by  violaceous  epidermis ; their  surface  was  slightly  depressed 
in  the  centre;  all  over  them  there  were  present,  in  varying  numbers — five,  six,  or  eight — 
gaping  orifices  bounded  by  violaceous  and  swollen  epidermis.  Pressure  upon  the 
borders  of  the  tumours  was  very  painful,  and  caused  pus  to  ooze  from  all  the  openings. 
The  tumours  were  veritable  purulent  sponges,  the  oozing  from  which  was  marked 
on  the  lightest  pressure.  There  was  no  infiltration  of  the  derma  or  hypoderma  at  the 
base  of  these  elementary  lesions  ; all  the  diseased  tissues  projected. 

The  smaller  papulo-pustules  were  especially  manifest  in  the  interscapular  region. 
Idle  two  largest  tumours  were  situate  below  the  right  nipple,  and  these  were  the 
first  lesions  to  make  their  appearance.  Between  these  two  extremes  intermediate 
lesions  of  all  sizes  were  present  on  the  trunk  and  on  the  head. 

There  was  no  disturbance  of  the  general  health ; the  appetite  was  good ; the 
digestive  functions  normal ; and  there  was  no  abnormality  in  the  urine. 

The  Diagnosis  was  then  dubious ; the  patient  (for  what  reason  I know  not) 
denied  having  taken  any  medicine.  It  was  therefore  impossible  to  make  any  positive 
diagnosis;  so,  at  the  request  of  Mons.  Brocq,  I made  auto-inoculations,  under  a 
watch-glass,  of  pus  from  the  tumours  into  two  healthy  regions  of  the  skin.  The 
result  was  absolutely  negative.  Then  only,  when  pressed  by  Mons.  Brocq’s  interroga- 
tion, the  patient  told  us  of  his  u potion,”  and  was  able  to  procure  for  us  what 
remained  of  it.  It  was  a mixture  of  iodide  and  bromide  of  potassium,  containing 
about  0*50  centigrammes  of  each  salt  in  20  grammes.  He  had  taken  two  table- 
spoon fills  daily  for  eleven  days,  i shall  afterwards  explain  my  reasons  for  incriminating 
the  bromide  rather  than  the  iodide. 

III. — The  eruption  disappeared  with  considerable  rapidity;  the  day  after  admission 
fresh  lesions  ceased  to  appear;  on  the  succeeding  days  the  most  prominent  of  the 
tumours  distinctly  subsided,  while  pus  oozed  in  less  abundance  on  their  surface  and 
from  the  orifices  upon  them ; in  some  the  derma  of  a bright  red  colour  became  visible, 
bleeding  on  the  slightest  pressure.  From  this  time  onwards  none  of  the  patches 
increased  in  size ; but  they  remained  very  tender  on  pressure  and  bled  on  the  least 
provocation. 

Such  was  the  condition  when,  in  the  beginning  of  October,  some  shrivelled 
bulke,  imperfectly  filled  with  unhealthy-looking  serum,  first  appeared  in  the  dorsal 
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region;  then  others  came  out.  at  the  root  of  the  neck  and  in  the  neighbourhood  of 
the  single  lesion  present  on  the  left  leg. 

It  was  then  that  the  accompanying  plioto-lithochrome  was  made.  In  it  may 
be  seen  a large  number  of  the  elementary  lesions  of  the  eruption  of  all  sizes,  some 
being  still  slightly  prominent ; but  the  majority  and  the  largest  of  them  are  flattened 
down,  excavated,  and  have  lost  the  characters  of  “purulent  sponges”  which  they 
presented  so  accurately.  In  close  proximity  to  the  bromic  elements — properly  so 
called — -the  bullae  already  described  may  be  seen.  To  what  do  these  correspond  ? 
Whether  they  are  abortive  bromic  lesions,  the  granulating  power  (la  force  de 
bourgeonnement ) of  the  tissues  having  failed  to  constitute  them  perfectly,  or,  on  the 
contrary,  they  are  due  to  a pemphigoid  outbreak,  the  result  of  secondary  infection, 
I am  quite  unable  to  state. 

However  that  may  be,  in  a few  days  (October  15th)  the  evolution  of  these  diverse 
lesions  was  ended,  and  each  one  of  them— the  patches  as  well  as  the  bullae— was 
replaced  by  a cicatricial  macule  of  reddish-brown  colour,  with  sharply-defined  margins 
with  delicate  epidermic  covering,  very  vascular  and  slightly  depressed  below  the  level 
of  the  surrounding  skin.  The  general  health  continued  excellent  and  no  change 
was  observed  in  the  mucous  membranes.  In  this  state  the  patient  left  the  hospital. 

The  treatment  adopted  was  of  extreme  simplicity,  and  consisted  of  dressing  with 
boric  vaseline  til!  the  lesions  had  completely  flattened  down,  and  then  the  application 
of  round  pieces  of  cinnabar  plaster.  It  is  clear  that  the  principal  agent  in  the  cure 
was  the  discontinuance  of  the  causal  medicament. 

IY.— T1  lis  observation  was  destined  to  have  an  epilogue,  which,  1 admit,  greatly 
surprised  me  at  the  time.  About  a year  afterwards,  passing  accidentally  through  one 
of  the  surgical  wards  in  the  Saint  Louis  Hospital,  I thought  I recognized  the  patient 
in  one  of  the  beds.  It  was  indeed  he,  but  changed  and  almost  unrecognizable.  He 
was  pale,  thin,  cachectic,  and  in  various  regions  presented  enormous  collections  of  pus. 
He  told  me  that  after  leaving  Mons.  Besnier’s  service  someone  had  told  him,  on  seeing 
his  cicatrices,  that  he  was  syphilitic,  and  that  in  consequence  lie  had  been  forced 
to  take  iodide  of  potassium,  and  that  since  then  he  had  had  several  eruptions,  thus 
leaving  no  doubt  as  to  his  syphilis  ! I attempted  to  reason  with  him,  but  it  was  labour 
lost.  He  was  an  inveterate  syphilophobe,  and  ! am  convinced,  although  I do  not 
positively  know  it,  that  he  must  have  ere  now  succumbed  to  the  results  of  his  delusion. 
It  is  probable  that  if  during  his  stay  in  our  wards  we  had  properly  conducted  the 
interrogatory,  it  would  have  revealed  the  elements  of  neuropat hia  and  neurasthenia 
in  his  history  which  remained  unknown  to  us,  and  of  these  the  pains  in  the  loins  and 
head  which  first  irave  cause  for  the  unfortunate  bromide  and  iodide  mixture  were 
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probably  indications.  Perhaps,  also,  had  we  been  better  informed,  we  might  have 
forewarned  him  against  the  phobia  which  was  his  ruin  ; and  I think  that  in  such  a case 
one  ought  to  foresee  such  a possibility  and  to  treat  the  patient  by  suggestion  in  the 
right  path. 

V. — The  following  are  the  reasons  which  induced  Mons.  Brocq  to  blame  the 
bromide  rather  than  the  iodide  which  the  medicine  also  contained : — (a)  There  were 
at  no  time  phenomena  indicative  of  irritation  of  mucous  membrane  (coryza,  running 
at  the  eyes,  etc.),  which  are  more  marked  in  poisoning  by  iodides,  (b)  On  the  other 
hand,  the  lesions  seemed  to  correspond  accurately  with  the  description  which  classic 
authors  have  given  of  the  bromide  eruption,  for  there  were  present  more  especially 
antliracoid  excrescences,  such  as  have  been  seen  by  Yoisin,  Mitchell,  Kaposi,  etc. 
(c)  The  extension  and  evolution  of  the  eruption  appeared  more  to  correspond  with 
the  elimination  of  the  bromide,  which  is  slower  than  that  of  the  iodide.  Thus  the  first 
manifestations  in  our  patient  appeared  on  the  eleventh  day  after  beginning  his 
medicine.  He  then  stopped  taking  it,  but  an  eruption,  at  first  scanty,  nevertheless 
persisted  and  became  even  more  marked  for  about  ten  days  after  the  total  suspension 
of  the  medicament. 

It  is,  nevertheless,  certain  that  the  man  had  also  manifest  intolerance  of  iodides, 
for  after  leaving  hospital  he  had  eruptions  from  taking  this  salt.  Of  these  I have  only 
had  his  own  account.  I,  therefore,  cannot  give  any  description  of  their  characters. 


LUCIEN  JACQUET. 


PLATE  XXVI. 


HYPERTROPHIC  PAPULAR 


SYPHILIHES. 


Model  by  Baretta,  in  the  Museum  of  the  Saint  Louis  Hospital,  No.  1187,  made  in  the  year  1886,  from  a 
patient  under  the  care  of  Mons.  L.  Brocq,  acting  for  Mons.  E.  Besnier. 


It  is  impossible  to  give  even  a summary  account  of  the  patient  who  furnished  the 
subject  of  the  accompanying  photo-lithochrome.  He  was  an  adult  male,  belonging 
to  the  most  degraded  class,  extremely  careless  as  to  his  person,  and  offering  a most 
filthy  appearance,  affected  with  scabies , and  probably  also  with  pediculosis.  That 
is  all  that  can  lie  said  about  him,  as  he  only  passed  through  the  hospital ; but  the 
latter  points  referred  to  have  considerable  importance  and  explain,  to  some  extent 
at  [ least,  the  nature  and  objective  characters  of  the  lesions  which  impelled  him, 
however  late,  to  seek  for  medical  advice. 

I. 

No  hesitation  was  possible  as  regards  the  nature  of  the  lesions  present  ; they 
were  certainly  syphilides,  but  their  objective  characters,  and  especially  their  size,  were 
distinctly  exceptional,  at  least  in  the  region  depicted  in  the  photo-lithochrome. 

Let  us  begin  by  some  remarks  regarding  their  characters.  They  existed, 
scattered  here  and  there,  over  almost  the  entire  skin,  but  their  principal  seat — -selected 
for  representation — was  the  front  of  the  chest,  where  the  lesions  were  most  numerous 
and  most  typical.  Common  ecthymatous  elements  may  be  seen,  along  with  pustular 
scabby  syphilides,  and  three  large,  giant  papulo-hvpertrophic  syphilides.  These 
latter,  oval  in  shape,  were  the  size  of  a franc  piece ; they  projected  above  the  surface 
from  one  and  a half  to  two  centimeters;  they  were  firm  to  the  touch,  and  their 
surface  was  wet  and  oozing  ; their  colour  was  dark  coppery  red,  and  they  glistened 
as  if  varnished,  owing  to  the  secretion  on  their  surface.  In  addition,  each  of  the  giant 
papules  appeared  to  be  indistinctly  surrounded  with  a bright  red  collarette,  forming 
a frame  to  the  neoplasm. 
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II. 

There  can  be  no  doubt  as  to  the  name  suitable  for  such  lesions.  They  are 
vegetative  papulo- erosive  sypliilides,  veritable  hypertrophic  mucous  patches  of  the 
skin,  or,  in  one  word,  condylomata.  It  is  certainly  not  very  exceptional  to  find  them 
in  syphilis.  The  plaques  of  Legendre  are  well  known  to  syphilographers,  and  their 
development  during  the  secondary  stage,  either  alone  or  simultaneously  with  macules, 
or  common  papular  sypliilides,  cannot  be  surprising.  The  unusual  size  which  they 
have  acquired  in  this  case  is  more  remarkable  and  less  easily  explained.  The  more 
or  less  exuberant  hypertrophy  of  erosive  patches  is  very  familiar  in  certain  regions, 
e.g.,  the  vulva,  anus,  folds  of  the  groins,  scrotum,  umbilicus,  the  hollows  behind  the 
ears,  the  infra-mammary  folds,  etc., — all  parts  where  constant  contact,  stagnating 
secretions,  and  lack  of  cleanliness  frequently  give  rise  to  the  condylomatous  proliferation 
of  sypliilides,  especially  in  persons  with  delicate  skins.  Exceptionally  this  condition 
is  met  with  between  the  toes,  in  the  axillae,  on  the  buttocks  and  thighs ; but  this 
papulo-erosive  hypertrophy  has  never,  as  far  as  I know,  been  seen  in  a part  so  exposed 
and  so  exempt  from  all  the  conditions  which  usually  favour  morbid  proliferation 
of  tissue  as  in  this  case. 

In  the  absence  of  other  causes  there  existed  in  our  patient  one  circumstance 
which  may  be  invoked  as  an  explanation  of  the  unusual  character  of  his  sypliilides, 
viz.,  he  was  certainly  the  subject  of  scabies,  and  very  probably  also  of  pediculosis. 
Besides,  he  was  in  a wretched  condition  of  squalor,  and  had  long  borne  his  dermato- 
logical troubles  without  giving  them  any  thought. 

One  is  naturally  led  to  think  that  his  neglect  of  ordinary  cleanliness,  the  complete 
absence  of  treatment,  constant  contact,  and  especially,  his  persistent  scratching,  must 
have  provoked  the  proliferative  and  vegetative  changes  in  his  sypliilides,  which  but 
for  these  complications  would  have  preserved  their  usual  proportions.  The  existence 
of  a typical  papulo-erosive  patch  at  the  anterior  fold  of  the  right  axilla  affords  some 
confirmation  of  the  possible  influence  of  scabies  in  this  respect,  for  it  is  impossible  to 
help  thinking  that  one  of  the  scabietic  lesions,  so  common  in  this  region,  must  have 
been  the  starting  point  for  the  development  of  the  syphilide. 

III. 

Although  I am  not  in  a position  to  enlighten  the  reader  as  to  the  evolution 
of  the  lesions  in  this  man,  who,  1 repeat,  merely  passed  through  Saint  Louis,  I must 
still  give  a short  exposition  of  wliat  generally  happens  in  cases  of  this  sort. 

If  there  is  one  point  upon  which  all  classical  authorities  agree,  it  is  the  striking 
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contrast  offered  by  the  great  size  of  these  papulo-hypertrophic  sypliilides  and  the 
extreme  facility  with  which  they  disappear  under  the  most  simple  means  of  treatment. 
Tims,  the  application  of  lotions  of  the  liqueur  de  Labarraque  ( liquor  sodce  chlorinatm ) 
diluted  with  water,  the  separation  of  the  growths  in  regions  where  they  are  in  juxta- 
position by  inert  powders  such  as  oxide  of  zinc,  and  some  simple  baths,  are  sufficient 
to  cause  disappearance  by  absorption  of  these  syphilitic  masses  which  one  would  think 
only  amenable  to  surgical  ablation.  Moreover,  the  employment  of  specific  treatment 
is  not  absolutely  necessary  to  attain  this  result. 

But  these  considerations,  which  are,  generally  speaking,  true  as  regards  papulo- 
hypertrophic  masses  developed  on  mucous  membrane,  are  not  so  applicable  to  lesions 
situated  on  the  skin,  in  which  recourse  must  be  had  to  more  active  measures.  First, 
it  is  clear  that  in  the  patient  under  discussion,  it  was  necessary  in  the  first  instance 
to  rid  him  of  the  parasites  which  infested  him.  This  having  been  done,  and  without 
interfering  with  a methodical  antisyphilitic  treatment,  one  ought,  in  my  opinion, 
to  have  recourse  to  slight  cauterization  of  the  sypliilides  with  tincture  of  iodine,  with 
nitrate  of  silver  either  in  solution  or  in  the  solid  stick,  with  Burnett’s  solution  (a  1-10 
to  1-20  solution  of  chlorate  of  zinc),  or  with  the  acid  nitrate  of  mercury  used  with 
rigorous  care,  i.e.,  applied  in  very  small  quantity.  But  in  view  of  the  large  size 
of  the  sypliilides  I think  that  the  preferable  procedure  in  a case  of  this  sort  would 
be  that  of  Corradi  of  Florence,  which  is  too  little  known,  and  which  consists  of 
cauterization  with  nitrate  of  silver,  and  retouching  the  cauterized  surface  immediately 
with  a cylinder  of  metallic  zinc,  which  has  the  advantage  of  increasing  the  chemical 
action. 
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PLATE  XXVII. 


RUPIOID  AND  EARLY  GANGRENOUS  SYPHILIDES. 


Model  by  Baretta,  No.  276,  in  the  Museum  of  the  Saint  Louis  Hospital,  made  in  the  year  1887,  from 

a patient  under  the  care  of  Mods.  Hallope  iu. 


These  syphilides  belong  to  the  category  to  which  Bazin  gave,  the  name  of  early 
malignant.  They  are  of  interest  on  account  of  their  clinical  characters  as  well  as 
of  the  pathological  problems  which  they  raise. 

The  history  of  the  patient  whose  eruption  is  represented  in  the  accompanying 
photo-lithochrome  may  be  epitomized  as  follows  : — 


Paul  V.,  twenty-seven  years  of  age,  a horse  dealer,  was  admitted  to  bed  No.  T in  the  Salle 
Bichat  on  June  29th,  1887.  He  was  a big,  strong  man,  of  vigorous  constitution,  one  might 
say  an  athlete  His  previous  health  had  been  good ; he  assured  us  that  he  did  not  indulge 
excessively  in  alcohol,  and  he  showed  none  of  the  characteristic  signs  of  ethylism.  ITe  had 
consulted  a physician  one  month  previously  for  an  ulcer  on  the  prepuce,  which  was  at  first 
considered  to  be  a simple  chancre ; it  was  accompanied  by  painful  glandular  swellings  in 
both  groins. 

Eight  days  afterwards,  Mons.  Paulier,  altering  the  previous  diagnosis,  advised  inunctions 
of  Neapolitan  ointment  ( ungt . hydrargyri).  The  patient,  sponte  sua,  carried  these  out  for 
four  minutes  four  times  daily  in  the  groins.  At  the  end  of  forty-eight  hours  lie  was  attacked 
with  severe  mercurial  stomatitis,  accompanied  by  fever,  and  was  compelled  to  remain  in  bed 
for  a fortnight.  He  then  resumed  his  work,  exerting  himself  excessively. 

On  June  17th  the  eruption  appeared  upon  the  trunk,  which  made  him  come  to  the 
hospital. 

The  scar  of  a chancre  was  present  on  the  prepuce,  about  the  size  of  a lentil,  and  depressed 
in  the  centre  ; the  mass  of  enlarged  glands  persisted  ; there  was  no  roseola. 

The  limbs  and  trunk  were  the  seat  of  papules,  some  capped  by  pustules  in  different  stages 
of  evolution,  and  with  ulcers  covered  with  scabs  like  oyster-shells,  surrounded  by  bullae,  and 
at  the  periphery,  by  an  erythematous  areola.  All  intermediate  stages  between  these  eruptive 
elements  were  present.  They  are  figured  in  the  photo-lithochrome. 

At  first  the  lesions  are  papules , crowned  with  pustules  (1),  the  contents  of  which  are 
scro-purulent.  Soon  their  central  portion  becomes  covered  with  a thick  black  scab  (2),  at 
the  same  time  ns  a bullous  elevation  is  formed  at  their  periphery. 
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In  a few  days  the  elevation  extends  excentricallv,  at,  the  same  tune  as  the  hlackisli  scabs, 
becoming  larger  and  larger,  imbricated  and  prominent,  assume  the  aspect  winch  entitles 
them  to  the  name  of  “ hmpet-shell-shaped  ” (3).  They  become  about  three  centimeters 
in  breadth  ; an  erythematous  areola  surrounds  them  to  the  width  of  about  a centime  er. 


1 


If  these  scabs  are  removed  by  poulticing,  their  margins,  sharply  defined  as  if  punched 
out  (4),  are  exposed;  rapidly  they  increase  in  depth  from  the  peiipheiy  ton  auk  . 

where  they  transgress  the  limits  of  the  derma  and  involve  the  subcutaneous  cellular  tiss  , 
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thus  assuming'  the  shape  of  a cup,  the  centre  of  which  is  destroyed  over  an  area  measuring 
more  than  a centimeter  in  diameter  (5).  Thus  there  is  a cupped  depression  deeper  than 
the  derma  by  about  five  millimeters ; it  is  filled  hv  greyish  and  bloody  detritus,  with  an 
obviously  gangrenous  smell.  Light  pressure  upon  the  part  is  not  felt;  the  bullous  elevation 
and  the  areola  persist  (6). 

The  lesions  are  scattered  about  the  trunk  and  limbs  without  any  definite  order;  they  are 
not  all  either  ulcerative  or  gangrenous.  Along  with  the  rupioid  scabs  there  are  lenticular 
papules,  which  evolve  without  the  occurrence  of  deeper  changes.  On  the  right  tonsil  an 
ulcer  more  than  a centimeter  in  diameter  may  be  seen ; it  is  covered  with  greyish  detritus 
and  hollowed  out  in  the  centre. 

The  patient’s  strength  was  not  reduced,  and  his  general  condition  was  satisfactory.  He 
was  treated  daily  by  mercurial  inunctions  of  5 grammes  each,  lasting  for  a quarter  of  an  hour; 
he  also  took  3 grammes  of  iodide  of  potassium  daily.  Gauze  compresses,  twelve  times  folded, 
impregnated  with  a 1-5000  solution  of  corrosive  sublimate  and  covered  with  oiled  silk,  were 
applied  to  the  ulcers,  which  had  been  previously  cleared  of  scab.  The  ulcer  on  the  tonsil 
was  touched  every  two  hours  with  cotton  wool  tampons  saturated  with  liqueur  de  Van  Swieten 
(sol.  hydrargyri  perchloridi,  1-1000). 

On  July  5th  all  the  sloughs  had  separated. 

On  the  7th  the  appearance  of  the  lesions  had  become  distinctly  altered;  the  central 
subdermic  portion  of  the  ulcers  had  lost  their  gangrenous  aspect ; they  were  covered  with 
granulations,  on  the  same  level  as  the  dermic  ulcers,  into  which  they  insensibly  merged,  these 
latter  being  also  covered  with  granulations.  Nevertheless,  between  the  prominent  granulating 
lesions  there  were  a certain  number  of  small  ulcers,  covered  with  a greyish  layer,  which  could 
he  detached  ; it  appeared  as  if  sloughing  were  still  proceeding. 

On  July  13th  the  granulations  were  on  the  level  of  the  healthy  skin. 

The  rupioid  and  gangrenous  lesions  just  described  are  very  exceptional  in 
syphilis.  In  denominating  them  rupia , we  are  in  accordance  with  the  nomenclature 
of  Bateman,  who  thus  designated  a lesion  characterized  by  the  formation  of  a thick 
scat),  surrounded  by  a phi y ctenoid  elevation.  There  is  every  reason  to  preserve  this 
term,  for  the  change  of  which  it  is  descriptive  is  a sharply  differentiated  one. 

Its  immediate  cause  is  an  infiltration  with  centrifugal  spread  and  disintegration ; 
the  progression  is  evidenced  by  the  peripheral  bullous  formation,  the  disintegration 
by  the  ulceration.  The  production  of  the  limpet-shell-sliaped  crusts  has,  as  its 
immediate  causes,  the  successive  drying  up  of  the  exudation  and  its  imbrication. 

Very  seldom  is  this  disintegration  complicated  with  gangrene;  it  ought  to  be  so, 
as  the  blood  vessels  in  syphilitic  lesions  generally  remain  permeable.  It  is  also  very 
rare  for  secondary  syphilides  to  transgress  the  limits  of  the  skin,  and  to  involve  the 
subcutaneous  tissue,  as  in  our  patient. 

The  appearance  of  rupioid  syphilides  was  remarkably  early  in  this  case,  as  they 
showed  themselves  three  weeks  after  the  patient,  for  the  first  time,  sought  medical 
advice  for  his  chancre.  In  this  respect  they  conformed  to  the  general  rule.  (?) 

It  is  otherwise  as  regards  the  conditions  in  which  these  lesions  developed.  All 
authors  who  have  discussed  these  eruptions  agree  that  they  are  especially  observed 
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in  persons  debilitated  either  by  .preceding  illness,  by  excesses,  by  oyer-fatigue,  or  by 
privation.  We  have  noted  that  our  patient,  on  the  contrary,  was  of  most  robust 
constitution,  non-alcoholic,  and  previously  healthy.  Can  one,  in  such  a case  then,  invoke 
the  agency  of  slight  fatigue  from  overwork  in  his  trade?  or  must  we  blame  the  enfeeble- 
ment  resulting  from  the  intense  mercurial  stomatitis  which  attacked  the  patient  after 
forty-eight  hours  of  treatment  ? These  causes  do  not  generally  produce  such  effects. 

On  the  other  hand,  it  is  worthy  of  remark  that  the  acute  mercurial  intoxication 
did  not  prevent  the  malignant  development  of  the  eruption,  although  afterwards 
the  same  drug  employed  in  more  favourable  conditions  contributed  towards  its 
improvement.  This  fact  is  not  in  favour  of  the  treatment  of  syphilis  by  large  doses 
of  mercury.  Local  phenomena  of  intolerance  do  not  imply  in  such  a case  that  the 
organism  is  sufficiently  impregnated  with  the  curative  agent. 

Diagnosis  offered  no  difficulties,  as  the  co-existence  of  the  chancre,  multiple 
adenitis,  and  tonsillar  ulceration  left  no  room  for  doubt. 

The  prognosis  was  not  so  grave  as  it  is  generally  supposed  to  be  in  such  cases ; 
the  changes,  indeed,  regressed  with  remarkable  rapidity  under  the  influence  of  a 
methodically  regulated  specific  treatment. 

This  treatment , in  contrast  to  that  recommended  by  most  authors,  consisted 
essentially  of  the  external  and  internal  use  of  mercury  associated  with  iodide  of 
potassium,  which  in  a few  days  brought  about  the  most  satisfactory  results. 

We  must  add,  in  opposition  to  the  observations  recently  advanced  by  Prof. 
Neisser  (Third  International  Congress  of  Dermatology,  London,  1896),  that  our 
experience  has  been  similar  in  most  of  the  cases  of  malignant  syphilis  which  we  have 
had  to  treat.  They  are  in  themselves  one  of  the  principal  causes  of  enfeeblement 
in  the  subjects  affected,  and  it  is,  therefore,  incumbent  upon  us  to  have  recourse  to 
any  means  capable  of  acting  directly  upon  their  cause — the  syphilitic  contagium. 

In  this  case  we  employed  inunction ; now  we  should  not  hesitate  to  have  recourse 
by  preference  to  hypodermic  injections,  and  especially  to  those  of  salicylate  of  mercury, 
which  have  the  advantage  of  being  efficacious  and  easily  supported. 

Following  Prof.  Tarnowsky’s  example,  we  should  repeat  them  once  a week, 
injecting  deeply  a cubic  centimeter  of  a preparation  consisting  of  4 grammes  of  the 
mercurial  salt  in  32  grammes  of  oil  of  vaseline.  It  is  a good  practice  to  rub  the  part 
where  the  injection  is  made  for  some  minutes  afterwards,  to  facilitate  absorption. 

Pathogeny. — Three  causes  have  been  invoked  to  explain  these  early  malignant 
manifestations  of  syphilis. 

Some  maintain,  and  among  them  we  would  cite  Prof.  Neisser,  that  a deficiency 
of  resistance  of  the  subject  must  be  incriminated ; that  the  activity  of  the  virus 
is  always  the  same,  but  that  different  organizations  offer  it  different  media ; that 


R UP  10 ID  AND  EARLY  GANGRENOUS  SYPHILIDES. 


169 


lesions  developing-  in  debilitated  or  predisposed  subjects  assume  greater  gravity 
without  any  tangible  reason;  that  proliferative  as  well  as  regressive  changes  are  in 
such  persons  both  excessively  active. 

Prof.  Tarnowsky  (London  Congress,  1896)  maintains  that  the  difference  of  medium 
depends  chiefly  'upon  the  fact  that  the  tissues  constitute  a favourable  soil  for  the  develop- 
ment of  pyogenic  microbes  associated  with  the  syphilitic  contagimn , and  that  it  is  by 
modifying  it  in  this  manner  that  the  various  conditions  susceptible  of  debilitating  the 
organism  act.  These  microbes  are  generally  the  staphylococcus  aureus  et  albus  and 
sometimes  special  bacteria. 

Lastly,  all  the  phenomena  may  be  explained  by  increased  activity  of  the  virus. 

Of  all  these  methods  of  interpretation  there  is  one  the  accuracy  of  which  permits 
of  experimental  investigation,  viz.,  that  which  attributes  a preponderant  role  to  the 
association  with  microbes.  But  we  must  say  that  hitherto  bacteriological  research 
does  not  seem  to  be  in  favour  of  it. 

It  may  be  admitted,  that  pyogenic  microbes  found  in  syphilitic  ulcerations,  only 
develop  there  secondarily.  Unna  clearly  is  inclined  to  adopt  this  view;  he  has, 
moreover,  only  very  rarely  observed  the  association  with  staphylococci;  he  even  seems 
to  recognize  in  syphilitic  neoplasms  an  immunity  towards  pyogenic  infection.  Mons. 
Jeanselme  has  arrived  at  similar  conclusions  from  the  study  of  a patient  under 
my  care  suffering  from  extensive  pustulo-ulcerating  syphilides ; out  of  five  cultures 
two  were  sterile,  two  yielded  large  tetragon ous  bacilli  with  white  cultures,  one  only 
yielded  staphylococcus  albus  and  the  growth  was  feeble. 

This  being  the  case,  it  is  difficult  to  attribute  the  occurrence  of  pyogenic  changes 
to  the  agency  of  microbes. 

A priori,  also,  the  pathogenic  role  attributed  to  these  staphylococci  may  be 
considered  as  improbable;  for  if  these  microbes  are  frequently  recognized  as  the  cause 
of  common  suppuration,  they  never  cause  the  bullous  elevations  with  limpet-shaped 
scabs  which  characterize  syphilitic  rupia,  and  they  appear  to  be  incapable  by  themselves 
of  causing  gangrene  of  tissue. 

It  appears , then , that  the  syphilitic  virus  itself  may  become  pyogenic.  Does  it,  then, 
possess  activity  in  those  circumstances  ? This  seems  most  improbable.  We  know  that 
experimentation  can  modify  to  a considerable  degree  the  pathogenic  power  of  a virus. 
It  seems  highly  probable  that  different  media  which  different  organisms  present  may 
modify  the  action  of  the  virus  in  the  same  way.  Thus  the  virulence  of  the  bacillus 
of  tuberculosis  becomes  greatly  diminished  when  it  develops  in  the  skin.  In  other 
conditions  the  reverse  may  occur. 

The  excessive  activity  of  the  virus  may , therefore , be  due  to  conditions  of  medium 
which  the  tissues  offer  it ; it  may  also  arise  in  the  subject  who  conveyed  the  poison. 
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hi  the  absence  of  any  adequate  cause  for  debility  (as  in  the  subject  of  this  article) 
the  latter  interpretation  is  as  likely  as  that  of  a predisposition  of  indeterminate  nature. 

The  lessons  to  be  learnt  from  the  study  of  these  anomalous  syphilides  may 
lie  resumed  as  follows  : — 

1.  Early  syphilitic  rupia  may  be  complicated  with  gangrene. 

2.  It  may  invoice  the  subcutaneous  tissue. 

3.  It  may  occur  in  robust  subjects  without  satisfactory  determining  cause. 

4.  If  is  amenable  to  energetic  mixed,  treatment. 

5.  It  is  probably  not  due  to  association  with  pyogenic  microbes. 

6.  Its  immediate  cause  appears  to  be  an  excessive  activity  of  the  pre-existing  virus , 
or  the  affected  organism  may  present  some  predisposition  of  determinate  or  indeterminate 
nature. 


H.  HALLOPEAU. 
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PLATE  XXVIII. 


GANGRENC )US  SYPHILIDES. 


( 1 ) TUBERCU  L 0-  G AN  GRE  N OU  S SYPHILIDES.  (2)  GANGRENOUS  GUMMA. 


Models  by  Baretta  in  Prof.  Foixrniee’s  Private  Collection — No.  85,  made  in  1876,  and  No.  367, 

made  in  1880. 


The  cutaneous  lesions  pourtrayed  in  this  plioto-litliochrome  are  seldom  met  with  in 
syphilis ; and,  when  syphilides  do  present  this  gangrenous  aspect,  it  may  almost 
always  he  said  that  the  syphilis  is  grave,  or  even  somewhat  anomalous. 

Bazin,  who  was  the  first  to  study  this  form  of  syphilide,  grouped  it  among  his 
class  of  early  maliynnnt  syphilides  * 

Our  two  cases— although  they  have  common  characters,  including  among  them 
the  occurrence  of  gangrene — differ  somewhat  with  regard  to  their  form.  In  the 
tuberculo-gangrenous  syphilide,  Model  85,  the  gangrene  appears  to  he  superficial 
and  to  have  invaded  the  skin  from  the  beginning.  In  Model  367  the  morbid  process 
appears  to  have  spread  from  the  depth  towards  the  surface,  and  we  are  dealing 
with  a regular  gumma,  which  has  undergone  evolution  like  other  gummata,  hut 
the  core  of  which  has  assumed  a,  gangrenous  appearance.  This  plate  may  he  usefully 
compared  with  that  given  in  Plate  XI.  (English  edition,  Part  No.  III.,  page  71), 
in  which  a gumma  of  the  thigh,  occurring  in  the  course  of  syphilis  of  unknown  origin, 
was  reproduced.  In  this  case  the  gumma  originated  very  deeply ; hut,  as  it  is 
represented  in  the  plate  during  its  ulcerative  period,  with  its  central  core  on  the 
point  of  elimination,  its  appearance  is  very  similar  to  that  of  Model  367. 

In  the  present  case,  however,  the  slough  is  larger  and  of  a.  more  markedly 
greyish-green  gangrenous  tint.  In  both  an  almost  identical  appearance  of  the 

'*  Bazin — “ Lepons  sur  la  Syphilis  et  les  Syphilides,”  Second  Edition,  Paris,  18G6.  pp.  385,  44-4.  Plate  No.  IV 
in  that  work  illustrates  a case  similar  to  our  first  one. 
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gummatous  ulceration  is  to  be  seen,  with  its  base  already  granulating,  its  margins 
abruptly  cut,  and  a groove  of  demarcation  established,  showing  where  the  slough 
is  separated  from  healthy  tissue. 

In  Model  85  the  slough  is  superficial  and  spreads  on  a level  with  the  surrounding- 
skin;  but  the  circular  groove  indicating  its  separation  may  be  seen  in  the  form  of 
a pink  band  or  areola.  The  slough  has  been  cut  with  scissors,  so  as  to  show  the 
subjacent  ulceration  which  has  already  taken  place ; and  this  ulcer,  when  the  slough 
has  completely  separated,  will  represent  almost  exactly,  but  with  less  depth,  the 
appearance  of  the  ulceration  in  Model  367. 

Another  point  of  distinction  worth  noting  is  the  number  of  lesions  on  the  same 
subject.  Whereas  the  gumma  or  the  gummatous  syphilide  is  generally  single — 
or,  at  least,  occurs  in  very  limited  numbers  in  the  same  person  at  the  same  time — 
tuberculo-gangrenous  syphilides,  on  the  other  hand,  appear  simultaneously  or  in  rapid 
succession  on  numerous  parts  of  the  body.  The  regions  most  frequently  attacked 
are  the  face,  the  posterior  aspect  of  the  trunk,  the  upper  parts  of  the  arms  and  thighs. 

They  originate  as  large  papulo-tuberculous  lesions  of  a coppery-red  colour;  some 
of  these  undergo  a gangrenous  change,  transforming  their  centre  into  a black  and 
dry  slough,  which  increases  rapidly  in  size.  The  growth  of  these  sloughs  takes  place 
by  the  development  at  the  periphery  of  new  concentric  gangrenous  zones;  so  that 
a careful  study  of  them  discloses  the  traces  of  successive  zones  of  which  they  are 
composed  (Bazin). 

'Hie  sloughs  are  black,  very  dry,  and  depressed  in  the  centre ; they  are  surrounded 
by  a hard,  prominent,  dark  red,  pad-like  swelling,  which  is  in  continuity  with  them 
until  the  stage  of  elimination  is  reached,  and  also  merges  into  the  surrounding 
tissues. 

When  separation  is  about  to  occur,  a furrow  forms  between  the  slough  and  this 
swelling  as  we  have  already  shown;  the  slough  gradually  loosens  and  finally  separates, 
leaving  an  ulcer  at  its  seat.  This  gradually  fills  up,  and  ultimately  is  replaced  by 
a whitish  scar  surrounded  by  a coppery  zone. 

As  in  the  majority  of  the  other  forms  of  gangrene  of  the  skin,  the  production  of 
such  changes  can  only  be  explained  by  the  occurrence  of  vascular  lesions,  of  thromboses 
occupying  an  entire  zone  of  small  cutaneous  vessels,  and  involving,  as  the  result  of  the 
arrest  of  the  blood  supply,  the  necrobiosis  of  the  region  which  it  is  their  function 
to  irrigate. 

These  vascular  changes  are  only  an  exaggeration  of  what  is  found  on  the  histological 
examination  of  deep  ecthymatous  syphilides,  which  the  lesions  under  discussion 
approach  from  the  clinical  point  of  view,  although  they  are  more  intense  in  grade. 

In  a case  of  deep  ecthymatous  syphilides,  in  which  a “ biopsy  was  made  by 
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Balzer,  microscopic  examination  showed  that  the  morbid  process  originated  in,  and 
was  specially  localized  in,  the  vascular  system.*  He  writes  as  follows  : 

“ It  is  seen  in  the  sections  that  the  infiltration  of  embryonic  cells  is  localized  with 
a marked  predilection  for  the  periphery  of  the  vessels,  around  which  they  form,  as  it 
were,  sheaths,  more  or  less  voluminous,  and  especially  noticeable  in  the  parts  only 
slightly  affected.  Similar  sheaths  are  met  with  around  the  perivascular  lymphatic 
tissue,  which  is  itself  engorged  with  young  cells.  This  cellular  infiltration  is  not  only 
observed  outside  the  arteries  of  the  skin;  it  also  invades  their  external  coat.  And 
we  have  observed  an  intense  inflammation  of  the  inner  coat  in  several  arteries,  with 
abundant  proliferation  of  its  nuclei.  Only  the  middle  coat  remains  unaffected.” 

As  in  the  case  of  other  cutaneous  gangrenes — with  the  exception,  perhaps, 
of  those  of  tropho-neurotic  origin — the  cause  usually  invoked  is  the  state  of  depression 
into  which  the  patient  has  fallen,  or,  in  one  word,  cachexia. 

These  ulcero-gangrenous  forms  are  met  with  in  severe  syphilis,  in  malignant 
syphilis,  and,  as  Bazin  has  shown,  generally  in  those  cases  which  pursue  a rapid 
course  and  have  been  called  “ galloping  syphilis.”  A pre-existing  bad  state  of  health, 
the  moral  collapse  in  which  some  unfortunate  syphilitics  fall,  the  existence  of  such 
well-known  aggravating  factors  as  paludism,  alcoholism,  etc.,  the  lack  of  treatment, 
or  the  advanced  age  of  the  patient,  generally  explain  the  malignity  of  the  disease. 
Although  we  are  unable  to  procure  full  information  regarding  these  two  cases,  it 
appears  probable  that  in  them  some  of  these  setiological  factors  were  at  play. 

Thus,  the  lesion  in  Model  85  was  observed  in  a man  seventy  years  old,  only 
recently  infected,  and,  therefore,  at  an  age  when  syphilis  is  generally  severe. 

That  in  Model  367  occurred  in  a young  woman,  whose  syphilis  remained  for  a 
long  time  unrecognized,  and  was,  therefore,  untreated ; she  was,  moreover,  according 
to  the  notes,  profoundly  cachectic. 

The  treatment  of  these  manifestations  is  naturally  “ specific  ”;  but  tonic  measures 
play  a part  as  important,  if  not  more  so.  In  some  cases,  indeed,  specific  treatment 
should  be  stopped,  as  it  increases  the  weakness  of  the  patient.  We  must,  therefore, 
have  recourse  to  tonic  medication  in  the  first  place,  to  nourishing  food,  injections  of 
serum,  sea  baths,  etc. ; indeed,  to  everything  that  can  increase  the  patient’s  strength. 

The  “ mixed  specific  treatment  ” ought  to  be  employed,  but  in  such  a way  that 
the  stomach  is  free  for  the  administration  of  food  and  tonic  medicines.  Iodides 
should,  therefore,  be  administered  in  the  form  of  enema  and  mercury  by  inunction ; 
or,  better  still,  by  subcutaneous  injection. 

Lastly,  local  treatment  is  of  great  importance.  The  separation  of  sloughs  must 


* Baker,  quoted  by  Fournier.  “ Legons  stir  la  Syphilis,"  Second  Edition,  1881,  p.  323. 
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first  be  promoted  by  emollient  applications,  or  antiseptic  sprays.  These  latter  may 
also  be  used  to  clean  the  base  of  the  ulcers,  to  promote  the  growth  of  granulations, 
to  protect  the  wounds  from  infection.  They  may  be  covered  with  moist  antiseptic 
dressings,  or  with  powders  (e.g.,  iodoform,  diiodoform,  quinine,  carbonate  of  iron, 
etc.),  such  as  are  used  for  unhealthy  wounds. 

Finally,  a few  light  applications  of  acid  nitrate  of  mercury  will  notably  stimulate 
progress  towards  cicatrization. 


HENRI 


FEULARD. 


PLATE  XXIX. 


EPITHELIOMA  ARISING  FROM  A LUPUS  SCAR. 


Model  by  Baretta,  in  the  Museum  of  the  Saint  Louis  Hospital,  No.  981,  made  in  the  year  1884,  from  a 

patient  under  the  care  of  Mons.  E.  Besnier. 


The  importance  of  the  case  here  represented  centres  in  the  general  interest  of  the 
question  of  the  development  of  epithelioma  secondarily  to  lupus  and  scar-tissue. 
From  the  personal  point  of  view  it  will  suffice  to  say  that  the  patient  here  represented 
came  under  the  observation  of  my  master,  Mons.  E.  Besnier,  at  the  age  of  thirty- 
three  years,  on  March  24tli,  1884,  when  she  presented  the  appearance  reproduced 
in  the  photo-lithoclirome ; that  her  lupus  dated  back  to  early  childhood,  her  epithelioma 
to  the  age  of  thirty  years  or  thereabouts ; and  that  her  general  condition  remained 
satisfactory  till  the  very  last  months  of  her  life,  when  haemorrhage,  anorexia  and 
emaciation  supervened,  and  became  more  and  more  aggravated  up  to  the  date  of 
her  death  on  June  11th,  1886.*  What  remains  to  be  said  finds  its  natural  position 
in  the  following  objective  study. 


We  have  to  deal  with  an  enormous  epitheliomatous  growth  situated  in  the  right 
pre-auricular  region,  which  appears  to  have  started,  about  three  years  previously,  from 
the  centre  of  the  cheek ; at  all  events,  it  is  stated  that  fungating  lesions,  which  were 
then  present,  were  destroyed  by  thermo- cautery  at  that  time. 

However  that  may  be,  at  the  time  of  admission  to  hospital  the  mass  was  bulky 


* The  only  details  of  the  autopsy  worthy  of  note  were: — (1)  The  complete  absence  of  epitheliomatous 
infiltration  of  the  tissues  and  viscera.  (2)  The  existence  of  tuberculous  lesions  in  the  apices  of  both  lungs,  in  the 
form  of  recent  grey  granulations,  and  tubercles  with  fibro-caseous  masses  as  big  as  hazel  nuts,  and  depressed 
pigmented  scars  riddled  with  chalky  nodules,  from  which  fibrous  bands  took  their  origin. 
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and  prominent ; the  plioto-lithochrome,  as  well  as  Baretta’s  model,  gives  but  a very 
imperfect  conception  of  the  prominence,  the  inevitable  contraction  of  the  modelling 
medium  always  resulting  in  marked  shrinkage  of  the  neoplasm  in  cases  of  this  sort. 
A correct  conception  can,  however,  be  obtained  by  a glance  at  the  accompanying 
block,  made  from  a photograph  (Fig.  1),  which,  being  taken  “ full  face,”  shows  the 
outline  and  prominence  of  the  tumour.  It  will  lie  manifest  that  there  is  an  enormous 

spreading  epitlieliomatous  plateau,  an 
immense  cancroidal  fungating  mass, 
bounded  at  the  periphery  by  an  incom- 
plete raised  margin,  traces  of  which  are 
clearly  seen  at  the  upper  part  of  the 
growth  in  the  photo-lithoclirome. 

The  mass,  which  was  shiny  and 
oozed  as  if  varnished,  was  of  a brick-red 
colour  as  a whole,  but  from  this  back- 
ground there  stood  out  a large  number 
of  rounded  granulations  the  size  of  a 
small  pea,  some  of  which  were  dark  red, 
like  limmorrhages.  Others,  on  the  con- 
trary, were  bright  red,  or  even  whitish 
and  lustrous  like  wax,  these  being  the 
characteristic  “granulations  ” of  epithe- 
lioma, which  can  generally  be  easily 
enucleated  and  crushed  between  the 
fingers.  They  constitute  the  bodies 
which  appear  histologically  to  be  composed  of  epithelial  cells,  either  arranged  without 
any  definite  order  or,  on  the  contrary,  grouped  in  concentric  circles,  the  latter 
corresponding  to  Lebert's  “ epidermic  globes”  or  “ cell-nests." 


II. 

No  profound  study  of  the  plioto-lithochrome  is  necessary  to  be  assured  that  the 
epithelial  growth  does  not  arise  from  healthy  tissue,  but  that  it  has  developed  from 
an  immense  lupus  scar,  which,  extending  from  ear  to  ear,  occupies  almost  the  entire 
face,  with  the  exception  of  the  forehead.  This  cicatrix,  which  was  of  very  old  date, 
and  the  irregularly  digitated,  fringed  border  of  which  on  the  neck  can  be  recognized 
in  the  plate,  had  produced,  among  other  disorders,  ectropion , most  marked  in  the  lower 
lip.  Like  most  old  lupus  scars,  it  was  not  simply  and  exclusively  fibrous,  for  at  several 
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points  reproduction  of  lupus  nodules  could  be  seen,  and  the  lobule  of  the  ear,  more 
especially,  can  be  seen  to  be  infiltrated  with  lupus  tissue.  The  epithelioma,  therefore, 
is  grafted  on  a lupus  scar , as  our  heading  indicates. 


III. 

This  is  a notable  example  of  the  fungating  form  of  these  epithelial  growths ; but 
in  addition  to  the  cases  in  which  the  new  growth  shows  itself  in  the  form  of  a 
prominent  tumour,  there  are  others  in 
which  the  pliagedsena  of  the  cancerous 
mass  is  rather  penetrative  ( terebrant ) and 
ulcerative  than  exuberant.  I would  draw 
attention  to  Figs.  3 and  I from  a case 
recently  observed  by  Mons.  E.  Besnier. 

This  unfortunate  woman  attained  the 
culminating’  point  of  human  hideousness 
owing  to  disfigurement  from  lupus,  from 
its  scars,  and  from  epithelioma ; but  in 
her  case  the  ulcerative  tendency  greatly 
predominated  over  the  tendency  to  tumour 
formation,  so  that  the  cervical  region  was 
converted  into  an  immense  ulcer,  at  the 
lower  end  of  which  the  common  carotid 
artery  could  be  seen  beating. 

In  the  figures  (3  and  4)  one  of  the 
common  secondary  effects  of  neoplasms 
of  all  sorts  may  be  noted,  viz.,  oedema  of 
the  neighbouring  parts.  The  upper  and  lower  lips  are  transformed  into  oedematous 
swellings;  the  right  lower  eyelid  has  become  an  immense  prominence,  blocking  up 
the  eye  and  rendering  the  part  completely  unrecognizable.  In  the  plioto-lithoclirome 
an  analogous  state  of  affairs  may  be  seen  in  the  lower  lip  and  upper  eyelid,  but  only 
to  a very  slight  degree. 


IV. 


In  spite 
from  scars,* 
epithets  of  “ 


of  the  benign  character  generally  attributed  to  epitheliomata  arising 
the  evolution  of  these  epitheliomata  is  very  rapid  and  fully  justifies  the 
penetrative,”  “phagedenic,”  “serpiginous,”  etc.,  applied  by  writers  to 


* Vide  C.  Durand,  “ De  l’epithelioma  pavimenteux  des  cicatrices.” — These  de  Paris,  1888. 
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them.  The  rapid  spread  of  disease  in  this  case  can  be  verified  by  a comparison  of  the 
photo-lithochrome  with  the  photograph  (Fig.  2)  taken  a few  months  later,  from 
which  it  will  be  evident  that  the  growth  had  progressed  in  every  direction,  and  that 
the  labial  ectropion  had  become  more  marked. 

But  there  are  cases  in  which  the  much  more  rapid  spread  of  the  disease  should 
be  designated  by  the  epithet  “galloping.”  Such  is  Mons.  Vidal’s  case*  of  a woman,  still 

young,  in  which,  in  less  than  six 
months,  the  upper  lip,  the  right  cheek, 
and  the  sides  of  the  nose  became  red, 
infiltrated,  and  had  attained  an  enor- 
mous size,  while  a small  epithelioma- 
tons  granule  ( perle ) situated  below 
the  left  nostril  grew  in  a week  as  big 
as  a hazel  nut. 

V. 

The  influence  of  the  irritation  of 
tissue  in  the  aetiology  of  epithelioma 
is  so  well  known  as  to  require  no 
further  insistence  here  ; it  is  a fact 
of  the  most  absolutely  commonplace 
order  that  all  parts  of  the  skin  or  of 
the  mucous  membranes  which  have 
been  subjected  to  injury,  or  are  the 
seat  of  repeated  and  prolonged  irritation,  whatever  be  its  nature,  may  become  the 
point  of  implantation,  the  seat  of  invasion,  the  surface  of  germination,  and,  as 
Mons.  Besnier  has  said,  the  soil  for  cultivation  of  the  “ epitheliomatogenous  ” agent. 
And  this  very  commonplaceness  suffices  to  show  that  the  different  forms  of  irritation 
play  probably  only  “ the  rule  of  an  adjuvant  or  provocative  condition,  facilitating  the 
access  of  an  irritant,  specific,  ubiquitous  agent.”  t 

But  among  those  sources  of  irritation  lupus  stands  in  the  front  rank,  if  not  on 
the  ground  of  frequency,  at  least  on  account  of  the  hypothetical  interpretations 
which  have  been  attributed  to  its  action. 

Firstly,  it  is  to  be  noted,  as  has  already  been  pointed  out,  that  perhaps  it  is  not 
so  much  the  lupus  as  the  resulting  cicatricial  tissue  which  is  responsible ; for  it  is 

* “Reunion  clinique  des  medicine  de  Vhopital  Saint-Louis ,”  13  juin,  1889,  p.  215. 
t French  translation  of  Kaposi,  Second  Edition,  Vol.  II.,  note  on  page  669. 
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well  known  that  scar  tissue  devoid  of  all  neoplasm  may  become  the  starting  point 
of  epithelioma,  many  years  after  its  formation,  sometimes  after  as  long  as  fifty  years. 

But  in  our  case  the  cicatrix  was  not  “pure.’’  Numerous  foci  of  new  lupus 
growth  were  present,  and  doubtless  existed  at  the  time  of  the  development  of  the 
neoplasm.  We  are  bound,  then,  to  inquire  whether  tuberculosis  of  the  skin  can 
of  itself  determine  the  origin  of  the  new  growth.  Nothing  in  this  case  tends  to  support 
the  hypothesis  which  would  regard 
epithelioma  as  a degeneration  or  trans- 
formation of  one  morbid  tissue  into 
another ; nothing  about  it  authorizes  one 
to  see  in  it  an  atypical  modification 
of  the  primary  pathological  product 
analogous  to  the  asserted  “ cancero- 
syphilitic  hybrids,”  for  instance.  On  the 
contrary,  the  very  characteristic  appear- 
ance of  the  epithelioma,  its  mode  of 
evolution,  its  limitation — despite  the  very 
extensive  area  invaded  by  the  lupus- 
all  tend  to  indicate  an  implantation,  an 
inoculation,  an  “ epigenesis  ” upon  a 
previously  prepared  soil. 

VI. 

To  dilate  upon  the  question  of  treat- 
ment here  would  be  superfluous,  as  it  was 
evident  at  the  date  ot  the  patient’s  admission  to  hospital  that  only  palliative  measures 
ot  slight  value  could  be  employed.  The  only  lesson  to  be  learnt  from  the  sight  of  such 
frightful  lesions  is,  that  every  medical  man  treating  a case  of  lupus  should  watch 
the  diseased  or  cicatricial  area  with  constant  and  scrupulous  care,  and  as  soon  as  any 
suspicious  nodule  or  ulceration  appears  should  resort  without  hesitation  to  one  of  the 
destructive  agents  now  at  our  disposal,  viz.,  caustics,  scraping,  thermo-cauterization, 
or,  if  need  be,  surgical  removal. 


LUCIEN  JACQUET. 
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PLATE  XXX. 


ERYTHEMA  IRIS. 


ERYTHEMA  IN  CONCENTRIC  CIRCLES. 


HYDROIC  ERYTHEMA. 


HYDROA  YESICULEUX  OF  BAZIN. 


Model  by  Baretta,  No.  1318,  in  the  Saint  Louis  Hospital  Museum,  made  in  the  year  1888,  from  a patient 

under  the  care  of  Prof.  Fournier. 


Erythema  iris,  also  termed  Erythema  in  concentric  circles  fen  coccirdej,  is  a variety 
of  polymorphous  erythema.  It  is  a “figured,”  bullous  Erythema  (E.  Besnier),  in 
which  the  elevation  of  the  epidermis  by  exudation  and  the  erythema  are  arranged 
concentrically  so  as  to  form  an  eruption  in  concentric  circles,  thus  justifying  the  epithet 
bestowed  upon  it. 

This  variety  has  been  well  studied  by  Bazin  under  the  name  of  Hydroa 
vesiculosum.  Erythema  iris  is,  therefore,  often  denominated  Hydroa  in  France,  or 
preferably,  hydroic  Erythema. 

The  eruption  begins  as  dark  red,  circular  spots,  slightly  projecting  above  the 
general  skin  level,  and  with  accurately  defined  margins.  Their  size  varies  from  that 
of  a lentil  to  a twenty  centime  piece ; they  are  generally  surrounded  by  a pink  areola. 
A small  vesicle  soon  appears  in  the  middle  of  them;  this  dries  up  rapidly,  and  a 
blackish  central  crust  forms,  while  the  liquid  is  more  or  less  completely  absorbed 
at  the  periphery ; these  changes  take  place  in  two  or  three  days. 

The  eruption  then  assumes  the  special  aspect  easily  recognized  in  the  photo- 
lithochrome  with  a blackish  scab  in  the  centre,  outside  it  a greyish  phlyctenular 
zone  formed  by  macerated  epidermis,  which  is  only  partially  attached  to  the  derma 
after  the  partial  resorption  of  the  liquid  contents  of  the  vesicle.  There  is  a surrounding 
zone  of  erythema  limiting  the  primary  elementary  lesion.  In  some  cases,  as  in  this, 
a second  concentric  zone  of  vesicles  forms  outside  the  original  lesion,  bounded  in  its 
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turn  by  another  zone  of  erythema,  more  or  less  extensive.  The  “ cockade-like  ” rings 
are  thus,  so  to  speak,  doubled.  Their  size,  as  depicted  in  the  plate,  is,  however, 
exceptional. 

In  addition  to  the  erythemato-bullous  lesions  in  circles,  characteristic  of  this 
variety  of  polymorphous  erythema,  there  are  generally  also  present  patches  of  simple 
erythema  or  of  papular  erythema,  as  may  be  seen  in  the  plate;  in  other  cases  vesicular, 
or  even  bullous  lesions,  may  also  occur. 

The  usual  seats  of  hydroic  Erythema  are  the  backs  of  the  hands,  the  wrists  and 
elbows,  the  fronts  of  the  knees,  and  the  ankles.  This  variety  of  erythema  is  more 
frequently  accompanied  by  eruptions  on  the  mucous  membranes,  especially  of  the 
mouth  and  lips,  than  any  other.  On  the  lips  in  particular  superficial  greyish  lesions 
may  be  seen,  the  result  of  separation  of  the  upper  layers  of  the  mucous  membrane ; 
some  ulcerate  and  simulate  to  a marked  degree  syphilitic  mucous  patches,  for  which 
liydroa  of  the  lips  has  very  often  been  mistaken. 

The  number  of  these  lesions  on  the  lips  is  sometimes  so  great  and  their  confluence 
so  marked  that  a veritable  stomatitis  may  result. 

Hydroic  Erythema  is  not  a serious  affection ; it  spontaneously  disappears  in  four 
or  five  weeks. 

It  usually  appears  in  successive  attacks ; each  individual  lesion  develops  in  a 
few  days,  but  the  general  duration  of  the  disease  is  prolonged  by  the  appearance 
of  successive  crops.  Sometimes  the  severity  of  the  buccal  manifestations  is  so  great 
that  mastication  is  interfered  with,  and  solid  food  cannot  be  taken. 

A special  feature  of  the  disease  is  its  tendency  to  relapse,  and  this  is  one  of  the 
causes  of  its  being  confounded  with  syphilis,  especially  when  it  appears  on  the  mucous 
membranes.  I have  lately  seen  two  young  men  who  have  suffered  from  frequent 
attacks  of  Hydroa  with  intense  implication  of  mucous  membrane,  both  of  whom  had 
been  subjected  to  “ specific  11  medication  by  their  medical  men  on  the  occasion  of  each 
attack. 

The  general  symptoms  accompanying  Erythema  iris  are  the  same  as  in  other  forms 
of  polymorphous  erythema.  Usually  slight,  they  consist  in  the  most  marked  cases 
of  fever  at  the  commencement,  aching  pains,  malaise , anorexia,  etc.,  and  are  generally 
of  short  duration.  The  immediate  cause  of  the  eruption,  as  of  most  erythemata, 
is  unknown. 

The  general  pathogeny  of  the  multiform  Erythemata  is  treated  of  in  masterly  | 
fashion  by  Besnier  and  Doyon  in  their  Annotations  to  the  Second  French  Edition 
of  Kaposi’s  Trade  ties  Maladies  de  la  Pean , Yol.  I.,  page  379. 

The  general  causal  factors  are  individual  predisposition  and,  especially,  early  adult 
age ; the  effect  of  season  is  often  invoked,  but  appears  to  us  unimportant,  although 
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we  have  observed  the  greater  number  of  our  cases  of  hydroa  in  hospital  practice  in 
spring  and  autumn ; lastly,  there  are  commonplace  causes,  such  as  chills. 

Among  special  causal  factors  may  be  cited  the  ingestion  of  certain  foods  or 
drugs,  the  absorption  of  septic  substances,  the  most  diverse  forms  of  infection. 
Polymorphous  erythema  may  show  itself,  as  is  well  known,  in  the  course  of  numerous 
general  diseases  such  as  rheumatism,  gonorrhoea,  cholera,  typhus,  puerperal  fever, 
leprosy,  syphilis.  It.  may  be  noted  that  the  patient  who  formed  the  subject  of  this 
model  fulfilled  two  of  these  conditions,  for  he  was  eighteen  years  of  age,  and  suffered 
from  an  infective  disease,  viz.,  syphilis.  On  admission  the  diagnosis  in  addition 
to  erythema  was  “syphilitic  chancre,  benign  roseola." 

This  co-existence  of  syphilis  and  erythema  multiforme  is  an  interesting  fact 
to  notice  from  the  general  pathological  point  of  view,  as  well  as  from  that  of  exact 
diagnosis,  for,  as  we  have  said,  it  is  with  syphilis  that  hydroa  is  apt  to  be  confounded, 
especially  when  it  affects  the  mucous  membranes.  The  diagnosis  must  rest  upon  the 
discovery  of  the  eruptive  elements  on  the  skin,  upon  the  recognition  of  their  charac- 
teristic concentric  arrangement,  and  upon  the  determination  of  the  little  umbilicated 
scab  surrounded  by  a slightly  dark  zone,  if  the  eruption  has  partially  disappeared. 

The  treatment  of  hydroic  Erythema  is  very  simple  ; it  is  chiefly  that  of  the 
symptoms,  and  need  only  be  employed  if  the  eruption  is  confluent  in  the  mouth, 
when  it  is  the  same  as  for  other  forms  of  stomatitis.  Simple  powdering  with  starch 
suffices  for  the  lesions  on  the  skin,  and  on  no  account  must  the  lesions  be  irritated  or 
made  to  suppurate  by  ill-timed  dressings.  No  general  treatment  is  called  for  unless 
there  be  general  symptoms.  Iodide  of  potassium  which  has  been  sometimes  lauded 
in  multiform  erythema  seems  to  yield  no  results. 

General  hygiene,  especially  attention  to  the  digestive  functions,  mild  alkaline 
medication,  and  perhaps  arsenic  in  small  quantities,  may  be  recommended  as 
preventive  of  relapses. 

HEN  El  EEULABD. 

[The  misleading;  name  of  “Herpes”  iris  is  still  in  frequent  use  in  this  country  to  designate 
the  eruption  here  illustrated,  the  obvious  relationships  of  which  are  with  die  group  of  multiform 
Erythemata.  Nomenclatural  absurdity  reaches  a still  higher  point  in  Germany,  where  Ring- 
worm is  commonly  termed  Herpes  (!)  tonsurans. 

There  appears  to  he  a general  tendency  towards  limiting  the  use  of  the  term  Hydroa.  to 
the  large  and  somewhat  inchoate  group  of  vesicular  and  bullous  eruptions  intermediate  between 
the  multiform  Erythemata  on  the  one  hand  and  Pemphigus  on  the  other,  including  the 
Dermatitis  herpetiformis  of  Duhring. — J.  J.  Pringle.] 
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LICHEN  PLANUS  OF  WILSON, 


OF  TH  E PAPULO-ERYTHEMATOUS  VARIETY 


Model  by  Barktta,  No.  106],  in  tlie  Saint  Louis  Hospital  Museum,  made  in  the  year  1885,  from  a patient 

under  the  eare  of  Mens.  Hallo  peau. 


Among  the  most  remarkable  evidences  of  progress  in  modern  dermatology  must  be 
cited  the  differentiation  of  the  various  clinical  types  which  constitute  different  morbid 
species  or  different  diseases,  in  the  fullest  acceptation  of  the  term. 

One  of  the  most  striking-  and  most  characteristic  skin  affections  is  the  Lichen 
of  Wilson.  It  is  usually  termed  in  ordinary  parlance  Lichen  planus ; but  this 
designation  is  defective,  as  there  are  “ tuberous  ’ forms  of  the  disease. 

By  the  character  of  its  elementary  lesions,  by  the  frequent  involvement  of  the 
buccal  mucous  membrane,  as  well  as  by  its  distribution,  this  skin  affection  is  sharply 
differentiated  from  the  other  papular  eruptions,  with  which  it  was  previously  confounded 
under  the  name  of  Lichen,  until  the  works  of  the  eminent  English  dermatologist, 
Erasmus  Wilson,  revealed  the  characteristics  which  properly  belong  to  it. 

Wilsons  Lichen  is  a polymorphous  affection ; the  appearance  of  its  elementary 
lesions  may  vary  within  such  wide  limits  that  at  first  sight  it  looks  as  if  one  were 
dealing  with  different  diseases  ; only  the  co-existence  of  the  various  concomitant  types 
allows  of  their  being  consigned  to  the  same  category. 

This  polymorphism  may  be  learned  from  a study  of  the  numerous  models 
representing  the  disease  in  the  Saint  Louis  Hospital;  there  may  be  seen,  besides 
the  typical  papules,  obtuse  or  acuminate  papules,  or  erythematous,  circulate,  “tuberous" 
patches,  or  even  eruptions  in  sheets,  or  atrophic  lesions;  and  even  then  the  series 
is  not  complete,  for  the  type  described  by  Kaposi  under  the  name  of  “ moniliform  " is 
not  yet  represented. 
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Several  of  these  varieties  may  occur  at  the  same  time,  and  it  was  so  with  the 
patient  whose  eruption  is  partially  delineated  in  our  photo-lithochrome ; for  although 
tills  eruption  was  composed  of  Hat  papules  over  the  greater  part  of  the  body,  it  assumed 
the  erythemato-papular  type  with  miliary  elements  beneath  the  breasts. 

The  patient’s  history  may  be  thus  epitomized  : — She  was  fifty-five  years  old,  and 
was  admitted  on  May  21st,  1885,  to  bed  No.  40  in  Biett  Ward;  in  her  previous 
history  there  was  nothing  worthy  of  note,  except  the  occurrence  of  rheumatic  pains 
in  the  joints,  and  headaches ; she  said  she  was  nervous.  The  eruption  which  brought 
her  into  hospital  began  two  years  previously ; at  first  it  was  very  discrete ; after  the 
death  of  her  husband,  eight  months  before  admission,  it  had  extended  over  the  entire 
trunk. 

When  the  model  was  made  the  eruption  was  for  the  most  part  discrete,  but 
confluent  in  places.  Thus,  in  the  flanks  there  was  present  on  both  sides  a broad  band, 
which  descended  down  the  outer  sides  of  the  thighs  and  extended  into  the  loins.  The 
eruption  was  also  very  abundant  and  partially  confluent  in  the  lumbar  region,  from 
which  it  ascended  up  along  the  spinal  column  as  high  as  the  fourth  dorsal  vertebra, 
whence  it  extended  laterally  in  the  interscapular  regions.  It  was  also  abundant  and 
erythematous  in  the  submammary  regions. 

The  elementary  papules  are  mostly  flat,  shiny— especially  when  seen  by  oblique 
light — and  somewhat  prominent ; their  colour,  for  the  most  part,  resembles  that  of 
sugar  candy,  but  in  places  is  coppery ; in  size  they  vary  from  a millet  to  a hemp  seed ; 
most  of  them  are  rounded ; a certain  number,  however,  are  elongated  and  assume  an 
oval  shape,  their  long  diameter  sometimes  greatly  predominating  over  their  transverse. 
These  elongated  forms  are  chiefly  present  in  parts  where  the  skin  is  in  folds — e.g .,  in 
the  groins — and  they  are  then  the  mechanical  result  of  the  folded  arrangement  of  the 
parts;  .but  the  rule  is  not  absolute. 

A limited  number  of  the  elementary  lesions  are  partially  covered  with  fine  scales 
of  a greyish- white  tint,  which  are  easily  detached. 

Some  of  the  papules  are  brighter  in  colour  at  the  periphery,  while  a few  present  a 
cupped  depression  in  their  centre ; they  thus  assume  an  nmbilicated  appearance.  They 
are  either  isolated  or  confluent,  and  may  be  arranged  in  groups,  or  in  linear  series. 

In  some  regions  the  papules  are  seen  to  be  surrounded  with  a faint  erythematous 
zone. 

In  the  submammary  regions  the  appearances  presented  by  the  eruption  are  quite 
special ; it  is  arranged  in  the  form  of  a broad  band,  which  lies  transversely,  and  covers 
the  lower  portion  of  the  breast,  as  well  as  the  subjacent  part  of  the  chest  wall ; it  is 
three  centimeters  in  width  at  its  broadest  part ; its  characters  are  far  from  uniform ; 
it  is  manifestly  composed  of  the  union  of  multiple  papulo-erythematous  plaques,  the 
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outlines  of  which  can  be  easily  discerned,  but  a certain  number  of  these  plaques  are  still 
isolated  outside  the  principal  group.  There  exists,  therefore,  rather  an  agglomeration 
of  papulo-erythematous  islets  than  an  uniform  band  of  eruption. 

These  elementary  plaques  are  of  very  variable  dimensions.  All  sorts  can  be  seen, 
from  little  aggregations  of  two  or  three  small  papules  up  to  groups  composed  of  twenty 
or  thirty,  but  the  essential  lesion  is  always  a papule.  The  erythema  represents  the 
areola  previously  pointed  out  around  the  isolated  lesions,  and  the  diffuse  redness 
and  formation  of  extensive  erythematous  plaques  are  the  results  of  confluence.  All  over 
this  affected  part  the  lichen  papules  are  remarkable  for  their  small  size;  the  majority 
are  not  bigger  than  pin  heads ; some  are  smaller  and  punctiform,  justifying  the  name 
of  miliary  assigned  to  them  by  Dubreuilh.  The  redness  of  these  patches  is  much 
greater  than  that  of  the  isolated  lesions.  In  this  region,  too,  the  eruption  is  not  so  dry 
as  elsewhere,  and  sometimes  it  is  found  to  be  moist,  or  even  to  ooze  slightly.  This 
is,  however,  the  result  of  its  localization ; the  eruption  of  itself  is  not  responsible  for 
the  phenomenon. 

This  skin  disease,  although  only  slightly  itchy  at  first,  became  much  more  so 
afterwards;  the  patient  asserted  that  her  subjective  sensations  were  aggravated 
by  mental  emotion. 

No  changre  was  noted  in  the  mucous  membrane  of  the  mouth. 

Diagnosis  presented  no  difficulty.  The  punctiform  umbilication  of  some  of  the 
lesions,  their  grouping  in  linear  series,  and  the  itching,  precluded  all  idea  of  syphilis. 
The  tint  of  the  papules  in  places  recalled  that  of  the  nodules  of  Lupus,  but  their 
shining  aspect,  smooth  surface  and  umbilication  all  rendered  any  mistake  on  that 
point  impossible.  Only  the  erythemato-papular  patches  could  present  any  difficulty 
of  interpretation  if  they  existed  alone,  for  the  erythema  somewhat  simulated  intertrigo, 
which  is  so  common  in  the  infra-mammary  regions.  But  careful  examination  disclosed 
the  presence  of  the  small  papules  which  are  foreign  to  the  symptomatology  of  that 
affection. 

On  the  other  hand,  the  existence  of  the  papules  typical  of  Lichen  round  the 
borders  of  the  erythema  leave  no  room  for  doubt  as  to  the  disease,  for  they  are  ineon- 
testibly  the  papules  of  Wilson’s  lichen ; but  the  case  presents  certain  characteristics 
which  deserve  mention. 

1.  The  aspect  presented  by  the  papules  is  not  that  most 'frequently  observed  in  Lichen 
planus,  for  almost  all  are  rounded,  although  as  a rule  the  elementary  lesions  are 
distinguished  by  their  polygonal  form  and  geometrical  outline;  nor  can  the  delicately 
crinkled  cross-marking  (guad  village)  of  the  skin,  which  represents  the  abortive  form 
of  the  eruption,  be  noted. 

2.  The  formation  of  broad , papulo-erythematous  bauds  by  confluence  of  the.  initial 
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lesions,  is  not  by  any  means  a usual  occurrence  in  the  clinical  course  of  these  lichens;  here 
the  erythema  seems  to  be  the  consequence  of  the  irritation  and  inflammation,  of  which 
these  bands  are  the  seat.  The  congestion  does  not  remain  confined  to  the  primordial 
lesions,  but  spreads  from  their  periphery,  and  thus  makes  up  the  broad  erythematous 
bands  where  the  papular  eruption  becomes  confluent. 

3.  It  is  of  interest  to  inquire  why  the  eruption  is  more  abundant  in  the  infra- 
mammary  regions  than  anywhere  else.  The  simple  contact  of  adjacent  cutaneous 
surfaces  in  the  groove  below  the  bosom  would  afford  a sufficient  explanation  of  the 
fact ; for  we  know  that  one  of  the  special  characters  of  Lichen  planus  is  to  localize 
itself  for  preference  in  parts  subjected  to  pressure,  or  to  frequently  repeated  irritation, 
such  as  the  waist,  the  front  of  the  forearms,  the  loins,  etc.,  and  we  recently  saw  a case 
in  which  the  eruption  was  confined  to  the  parts  in  contact  with  the  shirt  collar.  In 
favour  of  the  hypothesis  of  an  infective  agent  of  external  origin,  the  changes  in  the 
reaction  of  the  skin  due  to  constant  impregnation  of  the  infra-mammary  groove  with 
sweat  and  sebaceous  products  might  also  be  invoked. 

4.  The  vascular  areolae,  risible  on  severed  papules  are  also  worthy  of  observation. 
They  exactly  recall  by  their  arrangement  the  strive  opalince  frequently  observed  on 
cutaneous  plaques,  and  which  often  represent  the  sole  manifestations  of  the  disease  in 
the  mouth.  This  leads  us  to  think  that  these  strife,  which  have  not  received  sufficient 
attention  from  histologists,  are  due  to  the  presence  of  exudation  along  the  course  of 
the  blood  vessels. 

A small  number  of  the  papules  present  a depression  in  their  centre  corresponding 
to  the  dilated  orifice  of  a sebaceous  or  sweat  duct;  and  it  is  possible  that  this  dilatation 
is  also  present  in  other  elements,  although  masked  by  hyperplasia  of  the  epidermis 
if,  as  Neumann  and  Kaposi  think,  the  disease  affects  the  hair-follicles  and  surrounding 
tissue  in  the  first  instance.  The  characters  of  the  lesions  inside  the  mouth  are, 
however,  not  in  favour  of  this  primarily  glandular  localization. 

AYe  remember  to  have  seen  dilatations  of  the  sweat-pores  existing  e done , and  not 
surrounded  by  papules,  in  the  palms  in  some  cases  of  lichen  planus  of  the  forearms. 
This  observation  does  not  tally  with  the  theory  that  the  umbilication  of  the  papules 
of  Lichen  planus  is  due  to  the  retention  of  their  central  portion  by  a gland  duct 
while  the  surrounding  tissues  are  raised  from  swelling  of  the  papillary  layer. 

5.  Do  the  particular  characters  which  we  have  just  indicated  in  the  eruption  represented 
by  the  photo-lithochrome  f urnish  us  with  any  indications  as  to  the  nature  of  this  disease, 
about  which  there  is  so  much  controversy  '?  Two  principal  theories  are  evoked ; some 
authors,  at  the  head  of  whom  stand  Besnier,  Kdbner  and  Jacquet,  consider  the 
immediate  cause  of  the  disease  to  be  a disorder  of  innervation,  and  powerful  arguments 
militate  in  favour  of  that  view.  For  a neuropathic  condition  is  manifest  in  the 
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majority  of  the  subjects  affected  with  the  disease  ; its  appearance  is  often  consecutive 
to  violent  mental  emotion,  and  this  appears  to  have  been  the  cause  of  the  relapse 
which  brought  about  the  wide  dissemination  of  the  lesions  in  the  case  here  represented; 
the  localization  of  lichen  according  to  the  distribution  of  nerves  has  often  been  reported  ; 
it  has  been  pointed  out  that  the  liclienization  appears  to  be  consecutive  to  the  pruritus; 
the  distribution  of  the  elementary  lesions  in  linear  series  may  be  explained  by  tropho- 
neurotic changes  resulting  from  scratching. 

To  these  arguments  the  partisans  of  the  infective  theory  reply: — The  neuropathic 
condition  is  not  constant;  it  may  be  consecutive  to  the  disorder  caused  by  the  intense 
pruritus;  lichenoid  lesions  distributed  along  the  course  of  nerves  do  not  belong  to 
Wilson’s  type;  the  pruritus  is  not  the  essential  cause  of  the  eruption,  which  may 
develop  without  any  abnormal  sensation,  as  in  the  case  of  lichen  planus  in  the  mouth; 
the  arrangement  in  linear  series  is  explained  by  propagation  and  auto-inoculation 
of  successive  infective  elements;  it  is  by  diminishing  the  resistance  of  the  epidermic 
layers  that  rubbing  or  repeated  contact  evokes  the  localization  of  the  eruption  in  its 
seats  of  election. 

We  have  pointed  out  the  linear  series  of  papules  which  permit  of  these  different 
interpretations,  and  we  have  also  seen  that  the  signification  of  this  localization  of 
the  papulo-crythematous  eruption  in  the  infra- man  unary  folds  may  be  considered 
as  in  support  of  one  or  the  other  theory;  the  problem  still  awaits  its  solution. 

As  regards  the  evolution  of  this  variety  of  W ilson's  Lichen,  it  may  be  asked 
whether  or  not  we  are  dealing  with  an  acute  attack.  It  generally  is  so  in  the  case 
of  the  erythematous  forms;  and  this  question  is  not  uninteresting,  for,  as  we  have 
already  said,  the  acute  forms  generally  run  a rapid  course.  In  appearance  more 
intense  and  more  grave  than  the  chronic  forms,  they  have,  nevertheless,  a tendency  to 
terminate  rapidly  by  resolution. 

Unfortunately  it  was  not  so  with  our  patient,  for  after  remaining  several  weeks 
in  our  ward  she  went  out  without  any  appreciable  change  in  her  eruption,  although 
improved  as  regards  her  subjective  symptoms,  which  were  of  the  most  distressing 
nature.  This  means,  that  in  spite  of  the  erythema  the  case  was  really  not  one  of  the 
acute  type;  but  the  fact  that  the  eruption  had  assumed  this  character  in  the  infra- 
mammary regions  was  due  to  purely  local  causes;  elsewhere  the  eruption  was  really 
a chronic  lichen  planus. 

From  these  considerations  it  results  that  the  prognosis  of  this  papulo-erythematous 
localized  form  of  the  disease  must  be  considered  relatively  grave,  as  it  is  an  affection 
of  long  duration  and  distressing  on  account  of  the  painful  concomitant  sensations. 

As  regards  treatment , the  localization  of  the  disease  below  the  in  ami  me  points 
to  the  necessity  for  separating  the  cutaneous  surfaces,  the  contact  of  which  gives  rise 
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to  irritation,  either  mechanical  or  chemical.  This  is  accomplished  by  the  interposition 
of  a layer  of  aseptic  lint  and  absorbent  wool.  The  application  of  lotions  of  boric  acid  or 
acetate  of  lead  may  also  be  advised.  As  far  as  active  treatment  is  concerned,  that 
which  appears  most  efficacious  in  chronic  cases  of  lichen  planus  may  be  employed — 
viz.,  the  local  application  of  glycerole  of  tartaric  acid  (one  in  twenty),  warm  douches, 
and  arsenical  preparations  internally  or  hypodermically. 

H.  HALLOPEAU. 


RUEFF  & C-e,  Editeur: 
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PLATE  XXXII. 


BISKRA  BUTTON. 


Model  by  Baretta,  in  the  Saint  Louis  Hospital  Museum,  No.  1215,  made  in  the  year  1887,  from 

patient  under  the  care  of  Mons.  E.  Vidal. 


The  heading  of  this  article  is  justified  by  the  fact  that  the  patient  who  formed  its 
subject  contracted  the  disease  represented  at  Biskra.  But  it  must  be  at  once  observed 
that  this  narrow  designation  corresponds  to  nothing  of  a specific,  or  even  of  a special, 
nature,  at  least  in  the  actual  state  of  our  knowledge.  For  the  Biskra  “button”  is 
singularly  like  the  Aleppo  “button,”  and  both  are  strikingly  like  all  the  other 
“buttons,”  or  “ boils,”  which  come  from  the  East.  Consequently  innumerable  names 
of  purely  local  origin  applied  to  them  may  be  abandoned  in  favour  of  the  more 
comprehensive  term  of  “ Endemic  oriental  boil,”  or  “ Endemic  boil  of  hot  countries,” 
proposed  for  them  by  Mons.  Besnier.* 


I. 

The  patient  whose  case  we  are  about  to  study  shortly  was  twenty-two  years 
of  age.  It  was  published  in  full  by  Mons.  Bouquet  in  his  inaugural  Thesis  on  Biskra 
button,  Paris,  1887,  chez  Davy.  There  was  nothing  remarkable  in  his  history,  except 
that,  having  gone  to  Algeria  as  a soldier  in  December,  1885,  he  remained  in  Biskra 
from  February  to  December,  1886,  and  while  there  in  October,  he  contracted  inter- 
mittent fever  of  tertian  type,  which  lasted  for  two  months  and  was  cured  by  sulphate 
of  quinine.  He  left  Biskra  to  return  to  France  on  December  2nd,  and  at  that  time 
presented  no  cutaneous  lesion. 

It  was  only  eighteen  days  afterwards,  whilst  in  Paris,  that  he  noticed  on  the  dorsal 
aspect  of  the  left  wrist,  over  the  base  of  the  fourth  and  fifth  metacarpal  bones,  a small 

'*  French  Edition  of  Kaposi,  Second  Edition,  p.  535. 
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The  duration  of  the  disease  may  be  very  long,  as  is  evidenced  by  the  name — 
admittedly  exaggerated — -applied  to  it  of  Bouton  cVun  an  (Boil  lasting  a year),  and  then 
its  seat  of  election  on  exposed  parts  renders  it  an  extremely  disagreeable  infirmity. 
And  although  “ the  fatalism  of  Orientals  is  satisfied  with  the  results  of  snontaneous 
cure  occurring  under  the  influence  of  the  protective  scab,”  * it  is  nevertheless  preferable 
for  Europeans  at  all  events  to  have  recourse  to  more  rapidly  curative  measures. 
Besnier  lias  employed  the  electric  cautery  without  success,  but  in  a case  in  which 
the  lesions  were  at  their  height,  and  he  does  not  doubt  that  this  means,  employed 
at  the  start,  would  suffice  to  arrest  the  early  foci  of  disease.  Doubtless  this  would  be 
an  ideal  remedy,  and  it  could  always  be  resorted  to  for  secondary  growths. 

When  those  present  are  very  active  the  most  perfect  methods  of  applying  local 
antisepsis  must  be  used  and  antiseptic  dressings,  which  also  isolate  the  part,  applied 
so  as  to  avoid  all  risk  of  secondary  dissemination  of  the  parasite.  Dressing  with 
Vidal’s  “ red  plaster,”  as  carried  out  in  this  case,  appears  to  be  particularly  suitable. 

LUCIEN  JACQUET. 


[The  fullest  published  account  of  this  disease,  by  Dr.  J.  Murray,  is  to  be  found  in  the 
Transactions  of  the  Epidemiological  Society,  1883,  Vol.  II.,  page  90. 

A very  extensive  list  of  writers  on  Oriental  boil  is  given  by  Hirscli  in  his  Handbook 
of  Geographical  and  Historical  Pathology,  published  by  the  New  Sydenham  Society  in  1886, 
Vol.  III.,  page  681  et  seq. 

Brocq  (Traitement  des  Maladies  de  la  Beau,  1890 ) gives  the  composition  of  Vidal’s 
“ red  plaster  ” as  follows  : — 

Minium  (red  oxide  of  lead)  ...  ...  ...  2 gr.  50 

Cinnabar  (sulphide  of  mercury)  ...  ...  I „ 50 

Diachylon  plaster  ...  ...  ...  ...  26 

To  be  spread  on  sparadrap. 


J.  J.  Pringle.] 


* E.  Besnier,  loc.  cit. 
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PLATE  XXXIII. 


SQUAMOUS  ECZEMA. 


K E R ATOD  E R M I C ECZEMA. 


Model  by  Baretta,  No.  966,  in  the  Saint  Louis  Hospital  Museum,  made  in  the  year  1884,  from  a patient 

under  the  care  of  Professor  Fournier. 


Under  the  above  names,  as  well  as  those  of  “horny  eczema”  and  “dry  eczema” 
(Erasmus  Wilson),  a somewhat  remarkable  type  of  skin  affection  is  described, 
characterized  almost  exclusively  by  its  strict  localization  to  the  palms  and  soles.  We 
are  reduced  to  a somewhat  general  objective  study  of  the  case  under  discussion, 
as  particulars  regarding  it  are  almost  entirely  wanting ; all  we  know  is  that  the  patient 
was  a man,  sixty-four  years  of  age,  the  soles  of  whose  feet  were  also  involved,  and 
as  a model  of  them  is  in  the  museum  they  will  also  lie  described  here. 


I. 

A.  few  words  of  description  of  the  palm  of  the  hand  represented  in  the  photo- 
lithochrome  may  not  lie  out  of  place.  It  is  seen  to  lie  invaded  almost  in  its  entirety, 
and  the  lesions  even  transgress  slightly  upon  the  region  of  the  wrist;  the  disease 
spreads  thence  in  a continuous  sheet  over  the  thenar  and  liypothenar  regions,  and 
outside  them;  then  it  covers  the  hollow  of  the  hand,  and  gradually  diminishes 
over  the  palmar  aspect  of  the  fingers  to  terminate  about  the  distal  interphalangeal 
joints.  All  over  this  area  there  is  a greenish  yellow  squamous  sheet,  oozing  in 
places,  and  several  millimeters  in  thickness  at  its  points  of  maximum  density.  In 
the  parts  corresponding  to  the  principal  folds  of  flexion  it  is  traversed  by  rhagades , 
or  deej)  fissures,  which  bleed  and  are  probably  very  painful,  which  accounts  for 
the  impossibility  of  opening  the  hand  experienced  by  the  patient,  and  for  the  necessity 
lor  modelling  the  hand  in  a,  position  of  semiflexion,  as  the  plate  well  shows. 
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The  appearance  of  the  sole  of  the  foot  (also  Model  966),  although  quite  different, 
is  very  instructive.  It  is  easy  to  determine  the  presence  there  of  an  erythematous 
background,  which  is  masked  in  the  palms  by  the  intensity  of  the  disease ; it  is  light 
in  tint,  but  quite  distinct,  visible  by  transparency  through  the  thickened  horny  layers, 
and  occupies  the  entire  sole,  with  the  exception  of  the  heel  and  of  the  ball  of  the  big 
toe,  which  regions  appear,  on  the  contrary  and  by  comparison,  to  be  pale  and 
anaemic.  It  is,  moreover,  probable  that  the  thickness  of  the  horny  layer  in  these 
situations  resists  the  establishment  of  the  congestion  of  the  vascular  network  in  the 
derma  and  sub-dermic  layers,  which  is  evidenced  over  the  remainder  of  the  soles 
bv  the  presence  of  erythema. 

From  this  basis  horny  accumulations  project,  some  in  the  form  of  small,  greyish, 
very  superficial  masses ; others — especially  along  the  vault  of  the  plantar  arch  and 
its  external  border — as  a fine  network  or  in  slightly  serpentine  lines.  The  horny 
accumulation  is  marked  only  in  the  anterior  metatarsal  region  and  in  the  interdigital 
spaces,  and  even  there  the  condition  is  not  comparable  with  that  of  the  palms. 

II. 

The  difficulty  in  diagnosis  of  diseases  of  these  regions  is  always  great,  whatever 
be  their  degree  of  intensity.  The  reason  of  this  has  been  often  explained,  and  this 
has  already  been  done — although  in  a succinct  manner— in  this  atlas  (Part  VI., 
page  149)  relative  to  a case  of  syphilitic  keratosis  in  the  service  of  Mons.  E.  Besnier. 
All  lesions  of  these  regions  have  a tendency  to  assume  the  horny  type,  and  to  become 
uniform  as  regards  it ; and  this  is  but  a particular  instance  of  a general  law  in 
dermatology,  which  may  be  formulated  as  follows  : “ All  parts  of  the  skin  which  are 
anatomically  and  physiologically  specialized  have  a tendency  to  impress  common 
characteristics  upon  lesions  affecting  them  (a  banaliser  leur  lesions ),  and  always 
in  a similar  determinate  manner.”  This  is  especially  true  of  the  seal]),  of  the  face  and 
of  the  armpits,  where  different  diseases  tend  to  assume  the  seborrhoeic  type,  and 
it  is  still  more  true  of  the  palms  and  soles  where  the  horny  type  is  assumed. 

Thus,  lesions  of  widely  different  nature  (psoriasis,  eczema,  lichen,  syphilides, 
etc.)  tend  to  become  uniform  one  with  another,  and  also  with  certain  affections  special 
to  these  parts — such  as  the  essential  keratodermias,  the  nature  of  which  is  very 
imperfectly  known. 

However,  in  the  particular  case  now  before  us  there  was  no  prolonged  hesitation ; 
for  the  sensation  of  itching,  the  moist  appearance  of  the  horny  masses,  and  the 
rapidity  of  evolution  allowed  Prof.  Fournier  to  make  the  diagnosis  of  keratodermic 
eczema  from  the  very  start. 


SQUAMOUS  ECZEMA. 
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III. 

The  pathogeny  of  this  affection  is  very  obscure,  as  may  be  easily  conceived. 
Still,  there  is  one  point  accurately  determined — viz.,  that  forms  of  local  irritation 
have  a distinct  influence  as  determining*  causes.  On  this  point  I can  say  nothing 
as  regards  this  patient,  as  I do  not  know  his  history ; but  I am  able  to  bring  forward 
a very  well  marked  case  in  support  of  the  view. 

The  patient  in  question  was  a woman,  aged  fifty-two  years,  who  had  always 
enjoyed  good  health.  At  that  time  she  lost  almost  all  her  fortune,  and  her  health 
deteriorated ; her  menstrual  periods  ceased ; she  became  nervous  and  sleepless,  and 
fatigued  herself  with  overwork  and  sitting  up  late.  She  did  tailoring  work,  and 
continually  used  the  large  tailors’  scissors,  which  almost  fill  up  the  palm  of  the  hand, 
as  it  were.  In  these  conditions,  a state  of  affairs  exactly  corresponding  to  a milder 
degree  of  squamous  eczema,  as  represented  in  our  plate — i.e.,  horny  thickening, 
with  bleeding  and  painful  cracks — appeared  in  the  palm  of  the  right  hand  and 
infringed  upon  the  thenar  eminence,  accompanied  by  violent  attacks  of  itching. 

It  seems  to  me  evident  that  these  factors  entered  into  play  in  the  determination 
of  the  skin  affection  in  this  case  :■ — (1)  The  nervous  disorder  which  this  patient 
experienced  in  consequence  of  the  loss  of  her  fortune  and  of  the  overwork  undertaken 
with  a view  to  remedy  it.  (2)  The  influence  of  the  menopause,  which  often  discloses 
itself  in  the  form  of  congestive  attacks  supplementary  to  the  menstrual  flows  which 
have  disappeared.  (3)  The  constant  contact  of  tailors’  scissors  resulting  in  a 
traumatism  of  the  palmar  region  and  determining  the  localization  of  the  disease, 
which  pretty  rapidly  yielded  to  the  treatment  adopted. 

IV. 

It  goes  without  saying  that  the  first  therapeutic  measure  to  employ  ought 
to  be  functional  rest  of  the  diseased  part  and  the  withdrawal  of  all  local  “ trauma  ” 
when  such  has  been  detected.  This  having  been  accomplished,  the  horny  layers 
of  epidermis  must  be  softened  with  india-rubber,  or  better  still,  with  poultices 
of  potato  starch  very  soft  and  emollient,  and  for  preference,  applied  cold.  To  these 
measures  may  be  added  appropriate  baths  tor  the  feet  or  hands,  such  as  tepid  water, 
decoction  of  elecampane  root,  etc. 

►Should  these  means  fail,  soft-soap  plasters  may  be  used,  made  by  spreading 
soft-soap  mixed  with  a little  alcohol  over  a piece  of  flannel  in  a layer  a millimeter  and 
a half  in  thickness.  This  maybe  left  on  during  the  night;  the  following  morning 
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it  is  taken  off  by  applying  water  and  soaping  the  part.  The  application  may  be 
repeated  if  necessary. 

When  the  peeling  of  the  part  is  thus  accomplished,  recourse  may  be  had 
to  ointments  of  oxide  of  zinc  or  salicylic  acid.  Finally,  in  the  most  obstinate  cases, 
when  the  area  affected  is  not  large,  I think  I am  able  to  state  that  linear  scarification 
renders  the  g-reatest  services. 


LUCIEN  JACQUET. 


Printed  in  Holland  "byEmrik  el  Binder 


PLATE  XXXIV. 


PUSTULAR  SCABIES. 


Model  by  Baeetta,  No.  1492,  in  the  Saint  Louis  Hospital  Museum,  made  from  an  out-patient. 


Scabies  is  certainly  one  of  tlie  commonest  skin  diseases,  and  numerous  examples 
of  it  are  seen  daily  in  the  out-patient  department  of  Saint  Louis  Hospital.  Scabies 
patients  crowd  to  the  hospital  from  all  parts  of  Paris,  attracted  by  its  reputation 
and  by  the  “ rapid  treatment  ” which  they  know  they  will  receive  there.  Thus,  in 
one  single  morning1  all  the  different  clinical  types  which  the  malady  assumes  may 
be  seen. 

The  Acarus,  or  insect  which  is  the  cause  of  scabies,  betrays  its  presence  in 
the  skin  by  signs  of  two  sorts;  subjectively , by  itching,  nearly  constant,  more 
or  less  marked  according  to  the  case,  and  aggravated  at  night ; objectively , by 
eruptions,  some  due  to  the  existence  of  the  insect  in  and  upon  the  skin — burrows 
and  pearly  vesicles, — others  merely  resulting  from  scratching  caused  by  pruritus, - 
papules,  vesico-pustules,  pustules,  etc.  In  some  cases  these  secondary  lesions 
predominate  over  the  others  and  imprint  a special  character  upon  the  case;  thus, 
for  instance,  pustules  like  those  of  ordinary  ecthyma  may  develop  over  all  the 
regions  attacked  by  the  parasite ; to  such  cases  the  name  of  pustular  scabies 
is  given.  The  accompanying  photo-lithoclirome  may  be  considered  as  typical  of 
this  form. 

The  pustules  present  in  pustular  scabies  are  characterized  by  their  rather  large 
size,  by  their  rounded  form,  by  the  inflammatory  areola  surrounding  them,  and 
by  the  black  point  in  their  centre  (Hardy).  All  these  features  may  be  easily  seen 
in  the  plate.  In  addition  to  the  fully-developed  pustules  there  are  others  which 
have  already  dried  up  and  have  given  place  to  blackish  crusts,  as  well  as  some 
miliary  pustular  lesions,  which  are  pustules  in  their  earliest  stage. 

Mixed  up  with  these  pustular  elements  a few  excoriated  pruriginous  papules 
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are  present,  represented  in  the  plate  by  deep  red  points,  but  no  burrows  can  anywhere 
be  found.  The  burrow  is,  as  we  know,  the  passage  or  mine  which  the  acarus  makes 
for  itself  in  its  way  under  the  epidermis ; it  appears  as  a small — usually  wavy — line, 
varying*  from  two  or  three  to  six  or  seven  millimeters  in  length,  but  occasionally 
in  rare  cases  attaining  to  two  or  three  centimeters.  One  end  corresponds  to  the  point 
of  entrance  of  the  acarus  into  the  epidermis ; the  other  end  is  also  prominent, 
and  sometimes  a greyish  point  is  discernible,  which  is  the  acarus  itself,  its  tint 
merging  into  that  of  the  surrounding  skin,  and  often  very  difficult  to  find  in  people 
accustomed  to  the  frequent  use  of  baths  and  soap ; but  in  others  less  careful  of  their 
person,  the  burrows,  getting  coated  with  dust  and  dirt,  become  black  and  are  easily 
recognizable.  Scratching  often  tears  them  open,  and  in  pustular  scabies  they 
disappear,  destroyed  by  the  suppurative  process. 

In  the  same  way  it  is  difficult  to  find  the  other  lesion  typical  of  scabies,  viz., 
the  “pearly  vesicle,”  a miliary  elevation  of  epidermis  generally  found  in  the  burrow 
behind  the  acarus,  and  most  frequently  met  with  on  the  sides  of  the  fingers;  these 
pearly  vesicles  are  generally  scanty  in  number. 

In  pustular  scabies  suppuration  attacks  all  the  affected  parts,  and  causes  the 
disappearance  of  the  pathognomonic  signs,  the  burrows  and  vesicles. 

The  localization  of  scabies  lesions — between  the  fingers,  about  the  wrists,  elbows, 
front  of  the  axillae,  breasts,  buttocks — is,  however,  so  typical,  that  the  presence  in  these 
regions  of  ecthymatous  pustules  ought  always  to  evoke  the  idea  of  scabies  even 
in  the  absence  of  the  usual  signs  of  the  disease. 

The  suppurating  forms  of  scabies  are  generally  met  with  in  young  persons 
and  in  lymphatic  subjects. 

We  know  how  common  superficial  suppurative  diseases  of  the  skin— impetiginous 
and  ecthymatous  pyodermites — are  in  children;  and  we  recognize  the  part  which 
rubbing  and  scratching  play  in  their  dissemination  by  secondary  infection.  W e can 
thus  conceive  with  what  ease,  in  a severely  itchy  disease  such  as  scabies,  as  soon 
as  pyogenic  microbes  have  invaded  any  one  part  on  the  skin  surface,  they  are  rapidly 
disseminated  to  other  parts  where  the  acarus  already  is  located,  or  to  parts  which 
the  acarus  does  not  frequent — e.g.,  the  face.  In  such  a case  there  is  an  impetigo 
secondary  to  the  scabies. 

In  such  suppurative  cases  other  accidents  resulting  from  pus  infection  may 
accrue — such  as  phlegmons,  abscesses,  suppurating  glands,  etc.  In  exceptional 
cases,  such  suppurations  may  be  the  starting  point  of  important  visceral  complications 
—such  as  nephritis.  Another  result  of  the  ecthymatous  transformation  of  scabies 
lesions  worthy  of  mention  is  the  appearance  which  lesions  on  the  penis  sometimes 
assume;  sometimes  they  are  accompanied  by  inflammatory  induration,  and  may, 
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to  a certain  extent,  simulate  syphilitic  lesions.  Such  are  the  special  features  which 
serve  to  distinguish  pustular  scabies  from  simple  scabies. 

The  diagnosis  in  a case  of  this  sort — in  which  the  burrows  and  pearly  vesicles 
usually  do  not  exist — rests,  as  we  have  said,  on  the  topographical  distribution  of  the 
pustules  in  the  seats  of  election  of  scabies — viz.,  the  interdigital  spaces,  wrists,  elbows, 
armpits,  breasts,  buttocks,  etc.  This  typical  distribution  suffices  for  the  differentiation 
of  this  pustular  eruption  from  impetigo  and  simple  ecthyma,  with  their  banal 
characters  and  indiscriminate  distribution. 

The  most  important  point  to  consider  in  the  study  of  pustular  scabies  is  that 
of  treatment.  Without  entering  upon  a complete  consideration  of  the  treatment 
of  scabies,  which  would  extend  far  outside  the  limits  of  this  publication,  we  content 
ourselves  by  saying  that  there  are  two  methods  employed  for  the  cure  of  the  disease— 
the  one  slow,  the  other  rapid. 

The  type  of  rapid  treatment  is  that  applied  on  a large  scale  every  day  at 
Saint  Louis  Hospital,  which  was  instituted  by  Bazin  and  modified  by  Hardy.  It 
consists  of  the  three  following  stages  : 

1.  The  patient  is  rubbed  nil  over  the  body  for  twenty  minutes  with  soft  potash 
soap,  the  object  being  to  open  up  the  burrows  and  expose  the  acari  and  their  eggs. 

2.  The  patient  is  then  put  into  a tepid  bath,  in  which  he  soaps  himself 
for  an  hour. 

3.  The  body  is  dried  with  towels  after  the  bath,  and  then  is  rubbed  for  twenty 
minutes  with  a sulphur  ointment,  according  to  Helmericli’s  formula  modified  by 
Hardy,  which  is  as  follows: — 

Lard 300  grammes. 

Sulphur 50  ,, 

Carbonate  of  potash  25  ,, 

Generally  the  patient  is  recommended  to  keep  the  ointment  on  the  skin  till  the 
following  day,  but  this  is  generally  useless,  and  sometimes  dangerous  on  account  of 
the  irritation  which  the  prolonged  contact  of  sulphur  with  the  skin  is  apt  to  provoke. 

This  method  of  treatment,  generally  called  the  “rub”  (frottej,  is,  as  we  see, 
completed  in  less  than  two  hours;  it  is  that  almost  invariably  prescribed  for  scabies 
patients  coming  to  Saint  Louis  Hospital,  and  it  may  be  said  to  cure  the  great 
majority  of  cases  (90  to  95  per  cent,  according  to  Besnier).  But  in  certain  cases 
it  may  cause  the  production  of  eczematous  lesions,  and  even  of  pustular  eruptions. 
Thus  it  is  not  applicable,  even  in  a mitigated  form,  for  cases  of  scabies  complicated 
with  inflammatory  lesions,  such  as  purulent  scabies,  which  is  now  occupying  our 
attention. 

One  can  easily  conceive  what  pain  and  agony  would  result  to  patients  suffering 


202 


THE  MUSEUM  OF  THE  SAINT  LOUIS  HOSPITAL. 


from  this  type  of  scabies  from  the  tearing  up  of  hundreds  of  purulent  elements, 
and  also  what  troublesome  consequences  might  ensue  from  this  sort  of  rubbing 
treatment  as  regards  secondary  inoculations  of  ecthyma.  Besides,  as  we  have  already 
said,  pustular  scabies  usually  occurs  in  lymphatic  and  debilitated  subjects,  or  in 
children. 

The  rapid  treatment  by  the  Saint  Louis  method  is  therefore  unsuitable  for 
pustular  scabies,  as  is  also  the  method  termed  “ Belgian,”  which  is  similar  to  the 
Saint  Louis  method,  but  the  sulphur  ointment  is  replaced  by  a solution  of  sulphide 
of  calcium — Ylemnmhx’s  solution. 

O 

Even  the  slow  methods,  such  as  inunction  on  several  successive  nights  with 
naphthol  ointment  (Kaposi),  balsam  of  Peru,  styrax,  etc.,  cannot  well  be  employed 
at  first,  and  generally  recourse  must  be  had  in  the  first  instance  to  a preliminary 
emollient  treatment,  having  for  its  object  the  subsidence  and  disappearance  of  the 
pustules.  Boric  acid  compresses,  starch  baths,  inunction  of  zinc  ointment  containing 
small  proportions  of  naphthol  or  balsam  of  Peru,  enable  one  to  attain  this  object 
in  a few  days.  Ointments  containing  styrax  in  vaseline  or  oil,  5 to  25  per  cent., 
may  then  be  employed,  especially  in  young  children. 

I have  mentioned  that  nephritis  may  accompany  pustular  scabies ; it  is  usually 
regarded  as  infective,  and  caused  by  the  invasion  of  the  microbes  of  suppuration. 
But  nephritis  and  albuminuria  may  follow  upon  the  “rub,'1  and  probably  result  from 
the  excessive  irritation  of  the  skin  in  that  method  of  treatment. 

This  complication,  which  may  arise  in  simple  scabies,  would  be  still  more 
undesirable  in  severer  cases,  where  the  sources  of  irritation  and  surfaces  for  absorption 
are  numerous ; this  is  an  argument  in  favour  of  resorting  to  mild  treatment. 

The  complementary  treatment  of  every  case  of  scabies  consists  of  the  disinfection 
of  the  bedding  and  of  all  clothes  worn;  it  is  of  course  obligatory,  and  is  only 
mentioned  here  for  memory’s  sake. 


HENRI  FEULARD. 
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PLATE  XXXV. 


DISSEMINATED  EUPUS  PERNIO, 

AFFECTING  THE  EARS,  UPPER  EXTREMITIES  AND  CENTRE 
OF  THE  FACE.  WITH  TUBERCULOUS  SYNOVITIS. 

Models  by  Baretta,  Nos.  992,  1150,  1230,  and  1429,  in  the  Saint  Louis  Hospital  Museum,  from  a patient 

under  the  care  of  Mons.  Ernest  Besnier. 


I. 

The  accompanying  photo-lithoclirome  represents  some  of  the  models  made  by  Baretta 
from  the  same  patient  in  a,  number  of  consecutive  years.  It  demonstrates  a perfect 
example  of  the  form  of  cutaneous  lupous  tuberculosis  which  we  have  defined  and 
described  by  the  name  of  lupus  pernio* 

In  a subsequently  published  observation,!  Mons.  Tenneson  shows  that  real  typical 
tuberculous  nodules  may  exist  in  this  form  of  lupus,  and  this  observation  establishes 
the  real  nature  of  the  disease. 

* Ernest  Besnier.  Lupus  pernio  de  la  face;  synovites  fongueuses  (scrofulo-tuberculeuses)  symetriques  des 
extrcmites.  Comptes-rendus  des  Reunions  cliniques  de  VHopital  Saint-Louis  pendant  V Annee  scolaire  1888-89,  p.  82-85  ; 
et  Ann.  de  Dermat.  et  de  Syph.,  21'  Si'rie,  1889,  Vol.  X.,  p.  333. 

We  have  also  given  the  following  short  description  of  lupus  pernio  in  our  Annotations  in  the  Second  French 
Edition  of  Kaposi,  Paris,  1889,  Vol.  II.,  p.  260  : — 

“ (c)  The  asphyxial  form  of  lupus  erythematosus — or  lupus  pernio — is  met  with  on  the  face  and  extremities  ; 
it  begins  on  the  lobes  of  the  ears,  then  appears  on  the  dorsum  of  the  nose,  or  in  the  malar  regions,  and  on  the  backs  of 
the  hands.  On  the  face  and  nose  the  original  tint  is  erythematous,  with  the  usual  follicular  punctuation  ; on  the  ears 
it  most  closely  resembles  indolent  livid  chilblains  or  cutaneous  asphyxia ; but  instead  of  being  accompanied,  like  the 
common  forms,  only  by  a cretaceous  exfoliation,  beneath  which  eroded  cicatrices  form,  necrotic  areas  are  produced,  to 
which  vegetating,  superficial,  crusting  ulcers  correspond,  and  to  these  a succession  of  true  losses  of  substance  succeed. 
On  the  backs  of  the  hands  the  discrete  lesions  are  those  of  common  lupus  erythematosus,  but  ivith  more  marked 
lividity.” 

t Tenneson.  Lupus  pernio.  Bullet,  de  la  Soc.  franc,  de  Dermat.  et  de  Syph.,  10  Nov.,  1892,  p.  417,  and 
this  Atlas  (English  Edition,  No.  V.,  Plate  XVIIt.). 
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Whether  it  be  superficial  or  deep,  or  in  a sheet  (Vidal’s*  variety,  “en  nappe”), 
whether  or  not  tuberculous  nodules  can  be  actually  observed,  this  lupus  belongs  to  the 
vascular  type,t  and  its  asphyxia!  character  clinically  individualizes  it  in  either  form — 
lupus  asphyxialis , lupus  pernio. 

The  case  under  discussion,  like  that  reported  by  Mons.  Tenneson,  represents  a 
grave,  unusual,  but  not  entirely  exceptional  type,  a certain  number  of  which  exist 
among  the  numerous  and  varied  category  of  abortive  and  incomplete  cases.  It  will  be 
easy  for  observers  on  the  look-out  to  collect  a series  of  them,  and  to  recognize  the 
clinical  triad  of  manifestations  affecting  the  ears,  face,  and  finger-joints. 

The  relationship  between  lupus  pernio  and  the  classical  chilblain,  as  well  as  with 
local  asphyxia,  is  incontestable ; as  regards  their  early,  slight,  and  incomplete  forms, 
their  analogies  are  numerous,  rendering  necessary  some  discussion  of  their  differ- 
ential diagnosis.  Seasonal  intermissions,  pruriginous  or  painful  sensations,  the 
integrity  of  the  joints  and  synovial  membranes,  the  coldness,  etc.,  characterize 
ordinary  chilblains  on  the  hands,  and  usually  permit  of  their  easy  differentiation. 

The  disease  has  also  obvious  relationships  with  the  variety  of  vascular  lupus 
described  by  Mr.  J onathan  Hutchinson,  under  the  name  of  Chilblain  Lupus , both  on 
account  of  similar  localization  and  identical  nature  ; still,  the  clinical  form  of  the  two 
varieties  is  quite  individualized  and  distinct,  as  one  can  easily  see  by  glancing  at 
Plate  LI.  of  his  smaller  atlas.  + 

The  difficulty  is  a little  greater  as  regards  the  ears,  on  account  of  the  lowness  of 
their  normal  vitality,  and  of  the  ease  with  which  the  lobe  of  the  ear  undergoes  necro- 
biotic  changes  under  the  influence  of  various  conditions,  such  as  disturbances  of  central 
circulation,  malarial  infection,  chilblains,  frostbite,  etc.  The  diagnosis  of  lupus  must 
be  determined  by  the  co-existence  of  other  lesions  of  the  same  class,  by  their  perman- 
ence, the  absence  of  algidity,  etc. 

On  the  face,  and  especially  on  the  nose,  permanent  chronic  chilblain  simulates 
very  closely  aspliyxial  lupus  in  its  earliest  phases,  and  the  diagnosis  ought,  therefore, 
to  be  reserved  until  infiltration  of  the  derma,  telangiectases,  etc.,  are  definitely  estab- 


* ViDAi  differentiates  two  forms  of  lupus  en  nappe,  the  one  superficial,  the  other  deep.  Bullet,  de  la  Soc. 
/rang,  de  Dermat.  et  de  Syph.,  1892,  p.  417. 

f We  recognize  three  forms  of  Cazenave’s  lupus:  (a)  vascular;  (b)  follicular;  (c)  mixed.  The  vascular 
form  includes  three  principal  varieties:  (a ) simple  lupus  erythematosus;  (b)  lupus  erythemato-exanthematoides,  lupus 
exanthematicus ; (c ) lupus  erythematosus  lividus,  asphyxialis,  lupus  pernio.  (Loc.cit.,  p.258J  No  type  of  lupus  is  necessarily, 
or  absolutely,  pure ; all  sorts  of  combinations  and  dissociations  may  be  observed,  if  a sufficiently  large  number  of 
cases  are  collated ; in  spite  of  opinions  to  the  contrary,  there  exist  simple  and  composite  forms  of  lupus,  of  which  the 
types,  or  forms,  are  lupus  erythematosus  and  lupus  tuberculosus  on  the  one  hand,  and  on  the  other  lupus  erythemato- 
tuberculosus  ; and  the  varieties  of  each  form  may  also  exist  in  combination. 

X Jonathan  Hutchinson.  A Smaller  Atlas  of  Illustrations  of  Clinical  Surgery . London:  Newman  & Co.,  1895. 
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lislied.  But  in  all  these  cases  a complete  clinical  analysis  ought  always  to  include 
lupus  in  general,  and  asphyxia!  lupus  in  particular,  in  considering  a differential 
diagnosis. 


II. 

The  changes  depicted  in  the  photo-lithochrome,  in  the  chronological  order  of 
their  appearance,  are  situated  upon  the  ears,  hands,  and  central  portion  of  the  face. 
The  patient  is  a robust-looking  adult  male,  although  of  tubercular  stock.  He  is  a 
cellarman,  and  his  principal  work  consists  of  bottling  and  unbottling  wine. 

(1)  Eaes. — During  the  severe  winter  of  1879-80,  the  patient  being  then  twenty- 
six  years  of  age,  his  ears  were  attacked  simultaneously  and  insidiously  with  redness 
and  “pimples.”  In  the  succeeding  summer  they  did  not  lose  their  discoloration; 
the  changes  progressed,  and  erosions  were  followed  by  the  typical  ulcers  which  we 
had  represented  in  Model  No.  992  in  the  Saint  Louis  Hospital  Museum,  made  by 
Baretta  in  1884.  At  that  date  the  lobes  of  both  ears  were  almost  entirely  occupied 
by  fungating  ulcers,  representing  the  most  advanced  degree  of  the  necrobiotic  lesions 
which  exist  there,  and  are  so  common  in  persons  affected  with  one  of  the  varieties 
of  vascular  lupus.  The  external  ear  on  both  sides  is  reduced  in  size  by  one-half; 
on  the  right  side  everything  has  disappeared  down  to  the  concha,  except  the  upper 
part  of  the  helix  and  the  fossette  of  the  antihelix.  The  lobule  is  only  represented 
by  a swelling  slightly  more  prominent  than  the  rest.  We  then  (1884)  destroyed 
all  the  lupus  nodules  with  the  galvano-cautery.  In  1886  the  improvement  persisted, 
as  is  shown  by  the  model  which  we  had  made  and  which  is  in  the  Museum, 
numbered  1150.  In  1889  he  was  exhibited  at  the  Reunion  clinique  cles  Medecins 
de  VHopital  Saint-Louis  ;*  and  in  1895,  eleven  years  after  cauterization,  we  had 
the  last  model  made  of  his  ears,  the  cure  of  which  remained  absolute  (Model 
No.  1821). 

Although  we  had  destroyed \ almost  the  entire  helix  and  lobule , the  cicatrix  remained 
absolutely  entire  and  solid  throughout  the  eleven  years , presenting  in  winter  neither 
chilblains , nor  f rostbite,  nor  local  asphyxia,  nor  ulceration.  This  is  superabundant  proof 
that  the  ulcerating  and  destructive  lesions  were  epiphytic  ( lupic ),  and  that  they  depended 
neither  upon  a series  of  chilblains  nor  upon  local  asphyxia. 

In  vascular  lupus,  as  in  all  forms  of  lupus,  all  lesions  of  whatever  description  are 
connected  with  the  presence  of  the  tuberculous  agent — are,  therefore,  extrinsic ; and  as 
we  do  not  possess  a vaccine  or  remedy  against  tuberculosis,  the  predominating 
therapeutic  indication  must  always  be  the  local  neutralization  of  that  agent  or  the 
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destruction  of  the  tissues  invaded  by  it,  or  their  extirpation  wherever  the  anatomical 
conditions  of  the  part  permit  of  it. 

(2)  Upper  Extremities. — About  the  age  of  twenty  years  the  patient  had  suffered 
from  the  first  manifestations  on  the  hands,  which  were  considered  to  be  chilblains,  and 
of  which,  according  to  his  own  account,  no  appreciable  traces  remained.  Only  when 
the  ears  were  attacked,  or  shortly  afterwards,  did  the  superficial  and  deep  lesions 
develop,  the  more  advanced  stages  of  which  are  represented  in  our  plioto-lithochrome, 
which  was  executed  in  1895  from  the  third  model,  No.  1820,  in  the  Museum.* 

The  deep  lesions  represent  the  most  marked  type  of  generalized  fungous  synovitis 
with  its  disfigurements  and  characteristic  signs.  The  superficial  lesions  exhibit  diffuse 
vascular  lesions  in  sheets,  with  changes  in  the  nail-bed,  which  are  neither  of  traumatic 
origin  nor  purely  trophic,  and  which  we  regard  as  one  of  the  forms — tuberculosis  of 
the  nails — which  are  not  generally  recognized.t 

The  variety  of  fungous  synovitis  in  question  belongs  to  what  we  have  called 
scrofulo-tuberculosis.  We  collected  a series  of  them,  and  gave  a model  of  one  of  them 


* The  first  model  was  made  in  18S4,  catalogue  number  992.  Whoever  examines  it  will  recognize  quite  clearly 
the  synovial  lesions  at  their  commencement ; he  should,  however,  be  warned  that  the  cyanotic  tint  of  the  model  has 
been  considerably  diminished  by  age.  An  examination  of  Models  1150  (made  in  1889)  and  1820  (made  in  1895)  will 
permit  him  to  note  the  progressive  advance  of  the  lesions  of  the  skin  and  nails. 

f The  patient’s  hands  were  modelled  on  three  successive  occasions  to  show  the  progressive,  slow  but  continuous, 
phases  of  the  lesions  during  successive  years.  In  the  first  model  placed  by  us  in  the  Museum  in  1884  (No.  999)  the 
changes  in  the  synovial  membranes  predominate,  and  the  resulting  disfigurement  was  much  more  remarkable  than  the 
asphyxial  infiltration  of  the  skin.  Two  years  afterwards,  in  1886,  the  entire  symptomatology  was  definitely  established 
in  the  following  manner,  described  by  L.  Jacquet,  my  then  house  physician,  and  was  represented  in  the  second  model, 
No.  1150  in  the  Museum. 

Lesions  on  the  Hands,  (a)  The  Right  Hand,  which  was  the  part  first  affected,  is  in  its  entirety  red  or 
violaceous  in  tint,  without  any  algidity  ; it  presents  the  following  characters  : — 

(1)  Over  the  seat  of  the  “tabatiere  anatomique,”  extending  downwards  towards  the  hand  and  laterally  to  the 
middle  of  the  dorsal  region,  there  is  a soft,  fluctuating  swelling  which  crepitates  deeply  when  manipulated.  This 
swelling  extends  below  the  wrist  for  a distance  of  two  finger  breadths  along  the  course  of  the  radial  tendons ; 
this  prolongation  is  separated  from  the  principal  tumour  by  a sort  of  constriction  corresponding  to  the  annular 
ligament.  It  seems  that  the  soft  material  which  these  pouches  contain  can  be  made  to  pass  in  small  quantities 
from  one  division  to  the  other,  when  a special  sort  of  deep  crepitation  can  be  perceived. 

(2)  The  parts  corresponding  to  the  first  phalanges  of  the  second  and  third  fingers  of  the  same  hand  are 
broadened  out ; the  articulations  with  the  terminal  phalanges  are  the  seats  of  crackling  and  of  very  slight  passive 
lateral  movements.  Complete  flexion  at  these  joints  is  impossible  ; when  an  attempt  is  made  to  produce  it,  the  region 
corresponding  to  the  head  of  the  phalanx  becomes  globular,  and  a feeling  of  fluctuation  without  deep  crepitation  can  be 
distinctly  felt.  The  ring  finger  presents  a slightly  fluctuating  prominence  at  the  point  of  articulation  of  the  second  with 
the  terminal  phalanx  ; a larger  swelling,  red  and  soft,  exists  on  the  back  of  the  terminal  joint,  giving  rise  to  slight 
crackling ; below  this  same  point  the  little  finger  presents  a hard  swelling  with  redness,  apparently  due  to  swelling 
of  its  terminal  phalanx.  Here  the  skin  is  smooth,  and  of  cicatricial  appearance ; the  nail  is  furrowed  longitudinally. 
The  palm  is  healthy. 

(b)  The  Left  Hand.  In  the  middle  of  the  dorsal  region  below  the  wrist  is  a soft,  regular  swelling,  indolent 
and  without  alterations  in  the  integument ; its  presence  does  not  cause  crepitation.  Over  the  rest  of  the  hand  there 
is  asphyxia  of  moderate  degree  without  algidity.  The  index  is  normal.  There  are  swelling  and  crackling  of  the 
terminal  articulations  of  the  middle,  ring,  and  little  fingers,  with  semi-anchylosis  and  deviation  of  the  terminal 
phalanx  of  the  latter.  On  both  hands  the  two  phalanges  of  the  thumb  are  abnormally  short. 


DISSEMINATED  LUPUS  PERNIO. 


207 


to  the  Museum  of  the  Hospital  in  1888  (No.  1354).  It  must  not  be  confounded  with 
those  scrofulo-tuberculous  forms  of  dactylitis  which  are  extra-synovial,  epiperiosteal, 
and  hypodermic,  specimens  of  which  are  reproduced  in  Models  272  and  397  in  the 
Museum ; these  latter  are  arthrodactylites. 

(3)  Centre  of  the  Face. — The  most  important  of  all  things  to  remember,  from 
the  practical  point  of  view,  with  regard  to  lupus  pernio,  is,  that  although  it  belongs  to 
the  group  of  vascular  tuberculous  skin  affections,  it  is  peculiar  in  the  fact  that  in 
certain  regions  it  invariably  ulcerates,  and  that  it  may,  on  this  account,  lead  to 
irreparable  mischief.  We  were  able  to  obliterate  the  disease  on  the  ears  by  the  cauter- 
izations, which  its  localization  there  permitted;  but  the  conditions  on  the  face  and  on 
the  tip  of  the  nose  are  different,  and  in  order  to  destroy  the  morbid  tissue,  one  would  need 
from  the  first  to  destroy,  both  in  depth  and  in  surface,  more  tissue  than  is  actually  in 
our  power  to  do.  Lupus  pernio  is  an  infiltrating  tuberculosis,  diffuse  “ en  nappe,”  the 
limits  of  which  are  very  ill-defined,  and  the  infiltration  soon  invades  the  whole  of  the 
soft  tissues  of  the  affected  part.  In  1884,  when  we  first  examined  the  patient  ( see 
Fig.  I.  in  the  plate,  at  the  upper  part  on  the  left  side),  the  dorsum  of  the  nose 
exhibited  a general  infiltration  with  very  ill-defined  borders,  with  marked  thickening 
(Model  992),  and  only  treatment  by  deep  linear  scarifications  could  be  employed  over 
the  entire  surface,  without,  from  the  very  first,  producing  undesirable  destruction  of 
tissue.  Two  years  afterwards,  in  1880,  the  changes  had  spread  in  all  directions, 
always  causing  considerable  swelling,  and  had  involved  the  whole  of  the  tip  of  the 
organ  (Model  1 150),  as  well  as  extending  to  the  adjacent  parts  of  the  cheeks  {see 
Figure  IT.  in  the  plate,  above  and  on  the  right  side). 

In  1889  the  ake  nasi  were  invaded  (Model  1429),  and  small  fungating  ulcers, 
mixed  with  irregular  cicatrices,  were  observed  for  the  first  time  (see  Fig.  111.  in  the 
plate,  below  and  to  the  left). 

Finally,  in  1895  (Model  1821  and  Fig.  IV.  in  plate),  the  onward  march  of  the 
changes  having  continued,  had  accomplished  the  total  destruction  of  the  tip,  while 
the  livid  lupus  infiltration  spread  over  the  two  cheeks,  especially  on  the  right  side. 
The  phenomena  succeeded  each  other  slowly  throughout  years,  but  always  were 
identical  — indolent  lividity  without  algidity;  thickening  with  elevation;  multiple, 
small,  separate,  apparently  superficial  ulcers,  but  soft  and  fungating,  cicatrizing 
imperfectly  and  unequally,  and  resulting  in  the  destruction  of  the  soft  parts  invaded. 

III. 

The  treatment  of  aspliyxial  lupus  is  laborious,  especially  its  local  treatment,  as  is 
the  case  with  all  forms  of  tuberculosis  which  have  as  their  essential  basis  the  superficial 
and  deej)  vascular  networks,  the  limits  of  which  are  indefinite  in  all  directions.  But 
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general  medication  possesses  an  importance  and  value  which  are  incontestable  if  one 
attacks  the  disease  in  its  earliest  phases,  leaving  aside  those  much  rarer  cases  which 
are  extreme  and  rebellious. 

During  cold  weather  cod-liver  oil  may  be  given,  in  doses  according  to  tolerance ; 
in  warm  weather,  iodine,  creosote,  or  carbonate  of  guaiacol ; at  all  times  food  should  be 
superabundant.  Oxygenation  in  every  form  must  be  recommended ; oxygen  inhala- 
tions under  pressure  in  compressed-air  bells  must  be  perseveringly  taken ; aeration, 
exercise,  with  sulphur  and  warm  saline  baths,  are  also  means  which  certainly  exert  a 
favourable  influence  when  applied  at  the  proper  time  under  the  direction  of  the 
physician.  Sulphur  and  iclithyol  internally  are  specially  indicated  in  individual  cases, 
and  every  form  of  sulphurous  water  may  be  of  real  benefit.  Locally  we  have  obtained 
remarkable  results  with  systematic  massage  of  the  infiltrated  tissues,  using  either 
“ vaseline  oxygenee  iodee  ” or  cod-liver  oil,  either  pure  or  mixed  with  a little  creosote. 

Prolonged  and  persevering  spraying  with  solutions  of  carbolic  acid,  coal-tar, 
or  iodo-iodides,  are  also  useful  forms  of  local  treatment. 

If  the  lesions  have  arrived  at  the  necrotic  stage,  and  if  cauterizations  with  pure 
lactic  acid  are  unsatisfactory,  the  best  treatment,  when  the  localization  of  the  disease 
permits  it  (as,  for  instance,  on  the  ears),  is  gal vano- cauterization,  such  as  we  employed 
for  this  case,  carefully  managing  the  subsequent  cicatrization.  An  examination 
of  the  models  placed  by  us  in  the  Saint  Louis  Hospital  yields  abundant  evidence 
of  the  value  of  this  method  of  treatment. 

On  the  face,  where  cauterization  to  a sufficient  degree  is  inapplicable,  galvano- 
puncture,  electrolysis,  linear  scarifications,  perseveringly  employed  and  graduated, 
or  associated  according  to  the  special  indications  of  each  particular  case,  allow  us  to 
limit,  and  in  some  cases  to  destroy,  the  lupus  tissue  if  the  general  medication  is  followed 
out  at  the  same  time  with  the  necessary  energy.  Here,  as  in  other  cases,  these 
methods  are  of  diverse  value  according  to  the  care  with  which  they  are  employed. 
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PLATE  XXXVI. 


GUMMATOUS  TUBERCULOUS  LYMPHANGITIS  SECONDARY 


TO  TUBERCULOUS  DACTYLITIS. 


Model  by  Baretta,  No.  1765,  in  tlie  Museum  o£  tbe  Saint  Louis  Hospital,  made  in  tlie  year  1894,  from 
a patient  under  the  care  of  Mons.  Thibierge,  in  the  absence  of  Mons.  Ernest  Besnier. 


The  lesions  represented  in  the  photo-1  itliochrome,  of  tuberculous  origin  and  nature, 
give  rise  to  interesting  pathogenic  considerations  both  by  their  character  and  by  their 
association  on  one  limb ; one  of  them  is  also  of  considerable  practical  importance 
on  account  of  its  frequency,  and  of  the  difficulties  in  diagnosis  which  less  typical  cases 
of  it  may  present. 

The  patient  was  a man  aged  thirty-two  years,  by  trade  a saddler,  whom  I saw  at 
Saint  Louis  while  acting  for  Mons.  Besnier.  He  was  the  subject  of  advanced  tuberculosis 
of  both  lungs,  and  had  noticed  the  development  on  the  ring  finger  of  the  left  hand 
of  a lesion  which  was  at  first  taken  for  a whitlow,  but  which  developed  slowly  and  led 
to  the  partial  destruction  of  the  nail.  Subsequently  to  this  pseudo-whitlow,  rounded 
fluctuating  swellings,  the  evolution  of  which  was  equally  slow,  appeared  on  the  posterior 
surface  of  the  forearm. 

Each  of  the  two  forms  of  lesion  should  be  studied  by  itself. 

I. 

As  the  photo-litliochrome  shows,  the  affected  finger  was  uniformly  increased  in  size 
and  sausage-shaped,  from  the  middle  of  the  first  phalanx  to  the  tip;  it  was  of  a red, 
slightly  livid  colour.  At  no  point  was  there  any  fluctuation,  nor  anything  revealing 
a localized  lesion  of  the  subcutaneous  or  deeper  parts. 

The  terminal  phalanx  presented  important  changes  on  its  dorsal  aspect ; the  nail 
was  only  represented  by  its  terminal  third,  remaining  attached  to  the  internal  portion 
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of  the  nail-bed.  The  proximal  part  of  the  nail  was  red,  oozing  and  granulating,  but 
had  preserved  its  shape ; part  of  the  internal  lateral  curved  margin  was  thinned 
and  flattened  ont  and  adherent.  On  the  outer  side  the  nail-bed  was  continuous  with 
the  adjacent  part  of  the  phalanx,  which  showed  superficial  ulceration.  The  external 
curved  margin  was  replaced  by  a rather  deep  excavated  ulcer  with  thick  borders, 
slightly  undermined  ; its  base  was  torpid  and  showed  but  few  granulations,  its  outline 
irregular,  measuring  a little  less  than  a centimeter  in  breadth. 

To  this  description  may  be  added  some  little  pustules  scattered  over  the  finger, 
results  of  a common  pus  inoculation,  which  merely  merits  mention  here.  Such  were 
the  very  curious  lesions  observed  on  our  patient’s  finger. 

Such  lesions,  even  in  the  grade  here  represented,  are  apt  to  be  confounded  with 
ordinary  pus  infection  confined  to  the  finger,  that  is  to  say,  with  common,  classical 
whitlow.  But  for  the  antecedents  and  course  of  these  lesions  one  might  almost  believe 
that  the  finger  was  the  seat  of  a peri-ungueal  whitlow  nearly  in  its  last  stage  ; but  on  this 
point  the  persistence  of  the  adherent  nail  should  raise  some  doubts  as  to  the  diagnosis. 
The  knowledge  of  the  history  of  the  case  is  of  greater  importance ; whitlow  is  essentially 
an  infection  with  rapid  evolution ; now  in  this  patient  the  finger  had  been  swollen  for 
several  months — during  which  it  was  scarcely  at  all  painful — before  the  ulcer  at  the  base 
of  the  nail  made  its  appearance.  This  ulcer  contrasted  markedly  with  the  opening  of 
a purulent  abscess  cavity  due  to  common  pus  infection,  by  the  callous  appearance 
of  its  base  and  by  its  slow  and  progressive  spread. 

On  the  other  hand,  this  slow  march,  torpidity  and  atony  are  the  characteristics 
of  tuberculous  lesions  of  the  skin.  In  truth,  the  diagnosis  could  not  rest  upon  the  exact 
determination  of  typical  elements,  such  as  lupus  nodules  or  tuberculous  granulations, 
which  characterize  the  two  clearly  differentiated  forms  of  skin  tuberculosis,  viz.,  lupus 
and  tuberculous  ulceration. 

As  a fact,  also,  classical  descriptions  of  tuberculosis  do  not  mention  bacillary  lesions 
offering  similar  clinical  appearances.  What  is  generally  known  as  tuberculosis  of  the 
finger  is  tuberculosis  of  the  phalanges,  a real  tuberculous  osteomyelitis,  which  constitutes 
a disease  known  as  spina  ventosa , the  appearance  and  localization  of  which  are  totally 
different.  Simple  inspection  suffices  to  establish  that  there  can  be  here  no  question  of 
either  lupus  of  the  fingers  with  a tendency  to  ulceration,  or  of  verrucose  tuberculosis, 
the  changes  in  which  are  confined  to  a limited  portion  of  the  finger  or  of  the  in- 
teguments. 

The  peri-ungueal  ulceration  by  its  localization  recalls  scrofulous  paronichia,  but 
in  this  disease  the  ulceration  is  still  more  sluggish,  the  margins  are  livid,  the  tissues 
swollen  and  puffy,  and  the  lesions  attack  several  fingers  at  a time.  Here,  the  pre- 
dominating feature  is  not  ulceration,  but  swelling  en  masse  of  the  finger,  which  seems 
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to  attack  the  different  tissues  simultaneously,  invaded  by  a single  morbid  process 
which,  in  all  probability,  started  as  a peri-ungueal  ulcer;  it  is  neither  an  exclusively 
cutaneous  nor  an  exclusively  osseous  lesion ; it  is  a massive,  total  affection  of  the 
finger — a dactylitis. 

And  this  dactylitis  can  and  must  be  considered  clinically  as  tuberculous.  Clinical 
observation  furnishes  no  direct  proof  of  its  tuberculous  nature,  for  at  no  point  does  the 
disease  exhibit  a definitely  tuberculous  element.  It  has  not,  as  far  as  we  are  aware, 
been  precisely  described  as  a tuberculosis,  but  only  indirect  proofs  have  been  adduced, 
e.g.  (1)  its  development  on  a special  soil  in  a person  phthisical  for  a prolonged  period, 
and  (2)  its  results, — the  lesions  on  the  forearms, — the  tuberculous  nature  of  which  we 
are  about  to  justify. 

An  anatomical  examination  of  the  finger,  or  experimentation,  would  alone  have 
permitted  us  to  make  a direct  diagnosis;  these  we  were  unable  to  obtain,  as  the  patient 
was  operated  upon  in  a surgical  ward,  and  the  amputated  finger  was  mislaid. 

The  possibility  of  its  being  a,  glanders  lesion  might  be  raised,  and  to  a certain 
extent,  justifiably.  The  patient  was  a saddler,  and  as  such,  liable  to  handle  harness 
which  had  been  on  glandered  horses.  Besides,  glanders  includes  among  its  so  various 
manifestations,  diffuse  infiltrations  with  a tendency  to  ulcerate,  and  multiple  suppurative 
foci,  similar,  to  some  extent,  to  those  on  our  patient’s  forearm.  But  these  latter 
developed  much  more  slowly  than  the  abscesses  of  farcy,  and  (more  cogent  argument 
still)  experimental  inoculation  showed  that  they  had  no  connection  with  farcy. 

IT. 

On  the  inner  side  of  the  posterior  aspect  of  the  hand  and  forearm,  arranged 
in  a linear  series  in  the  axis  of  the  ulna,  were  several  slightly  projecting,  rounded 
swellings  of  somewhat  purplish  red  colour.  (The  purplish  tint  is  not  given  its  due 
importance  either  in  the  model  or  in  the  photo-litliochrome  made  from  it.)  These 
swellings,  which  ranged  in  size  from  a pea  to  a hazel-nut,  were  isolated  or  united 
in  larger  groups,  some  as  large  as  a two-franc  piece.  They  were  at  some  points  the 
seat  of  ulcers  as  large  as  lentils,  corresponding  to  fistulous  openings  from  which 
a small  quantity  of  sero-pus  oozed.  Over  each  of  these  swellings  obvious  fluctuation 
could  be  determined,  and  this  was  best  marked  where  the  boundary  wall  of  the  cavity 
was  thin.  An  incision  into  these  swellings  gave  issue  to  thin  fluid  pus,  the  inoculation 
of  which  into  a guinea-pig  caused  general  tuberculosis. 

The  lesions,  the  tuberculous  nature  of  which  was  thus  experimentally  demonstrated, 
were  nothing  else  than  tuberculous  gummata. 

The  striking  analogy  of  certain  scrofulo-tuberculous  manifestations  with  the  form 
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of  syphilitic  lesion  known  for  a long  time  by  the  name  of  gummata,  has  led  to  their 
being  called  scrofulous  gummata,  a term  which  Mons.  E.  Besnier  has  supplanted 

by  that  of  scrofulo-tuberculous  gummata,  since  clinical 
experience  and  pathological  anatomy  have  demonstrated 
their  tuberculous  nature,  which  had  been  ultimately 
indisputably  settled  by  experimentation  and  bacterio- 
logical research. 

Like  their  homologues  in  syphilitic  disease,  scrofulo- 
tuberculous  gummata  occupy  either  the  skin  or  the 
subcutaneous  cellular  tissue,  and  consist  of  rounded  or 
oval  tumours  of  varying  volume.  They  are  at  first  hard; 
subsequently  they  soften  and  tend  to  ulcerate,  discharging 
a slightly  stringy  fluid. 

But  in  addition  to  these  characters  common  to  both 
classes  of  gummata  there  are  others  special  to  scrofulo- 
tuberculous  gummata.  Firstly,  they  tend  to  soften  more 
rapidly  than  syphilitic  gummata,  so  that  they  are  seldom 
observed  in  their  early  indurated  stage ; for  the  same 
reason  it  is  not  rare  to  observe  softened  tuberculous 
gummata  unaccompanied  by  any  change  in  colour  of 
the  skin. 

Secondly,  the  skin  is  generally  livid  over  tuber- 
culous gummata  instead  of  presenting  the  more  or  less 
bright  red  or  brownish  tint  of  skin  over  syphilitic 
gummata.  This  characteristic  is  even  more  marked 
during  the  ulcerative  period  in  the  zone  of  skin  surround- 
ing the  loss  of  substance.  When  a syphilitic  gumma 
bursts  it  give  issue  to  a colourless  or  yellow,  sticky  and 
distinctly  stringy  fluid. 

The  contents  of  a scrofulo-tuberculous  gumma  are 
generally  purulent  at  the  time  of  rupture;  the  pus  is 
sometimes  serous  and  somewhat  stringy,  or  simply 
opaline,  but  it  is  nevertheless  pus,  often  mixed  with 
cheesy,  grumous  matter  like  the  pus  of  cold  abscesses, 
and,  indeed,  “ scrofulo-tuberculous  gumma”  and  “cold  abscess  of  the  integument” 
are  synonymous  expressions. 

The  ulcers  which  result  from  the  rupture  of  gummata  present  very  difierent 
characters  in  the  case  of  syphilitic  and  tuberculous  gummata.  The  former  give  lise 
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to  large  losses  of  substance,  comprising  almost  the  entire  extent  of  the  gummatous 
neoplasm,  to  rounded  ulcers  with  regular  margins,  not  undermined,  with  smooth  base, 
granulating  moderately.  Scrofulo-tuberculous 
gummata,  on  the  other  hand,  “ seem  as  if 
they  only  ulcerated  with  regret,”  to  get  rid 
of  their  fluid  contents ; the  greater  part  of 
the  gummatous  neoplasm  persists  intact,  but 
ploughed  up  by  suppuration,  riddled  with 
fistulous  passages ; a stylette  introduced  into 
one  ulcer  may  come  out  at  another  after 
passing  underneath  thin  bridges  of  skin. 

These  ulcers,  with  their  thinned  and  under- 
mined edges,  are  essentially  sluggish,  covered 
with  big,  irregular,  flabby  granulations. 

There  is  little  difference  in  situation  be- 
tween gummata  of  syphilitic  and  scrofulo- 
tuberculous  origin ; at  the  most  one  might 
say  that  the  face  is  more  often  the  seat  of 
scrofulo-tuberculous  gummata,  and  the  lower 
limbs  of  syphilitic  gummata. 

Their  arrangement  in  any  given  region 
is  of  more  importance,  and  this  leads  us  to 
the  consideration  of  a very  remarkable  feature 
in  the  case  represented.  Gummata,  both 
syphilitic  and  scrofulo-tuberculous,  are  often 
present  in  a.  given  region  in  numbers  more 
or  less  considerable,  but  they  group  and 
“discipline”  themselves  in  a different  manner, 
according  to  their  nature.  Like  all  mani- 
festations of  the  same  disease,  syphilitic 
gummata  tend  to  form  groups  of  rounded 
shape ; but  when  two  or  several  of  these 
groups  develop  in  the  same  region,  their 
relative  situation  is  not  determined  or  dominated  by  any  known  anatomical 
disposition  of  the  part. 

On  the  contrary,  when  scrofulo-tuberculous  gummata  are  present  in  a limited 
region,  they  have  a very  marked  tendency  to  group  themselves  in  systematic  fashion; 
they  generally  are  arranged  in  lines  parallel  to  the  long  axis  of  the  limb,  and  this 
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arrangement,  which  is — so  to  speak — geometrically  apparent  in  our  photo-litliochrome, 
is  not,  and  cannot  be,  the  effect  of  chance.  It  reveals  by  its  very  existence  the  process 
of  production  and  multiplication  of  gummata;  it  graphically  indicates,  indeed,  the 
course  of  the  lymphatic  vessels,  and  nothing  but  that. 

Instances  of  tuberculous  gummata  following  the  course  of  lymphatic  vessels  are 
common,  Merklen,  Lejars,  and  others  having  reported  remarkable  cases.  The  model 
in  the  accompanying  woodcut  (Fig.  1),  which  was  made  from  a patient  of  Bazin’s, 
represents  a very  well-marked  case. 

Belying  upon  these  facts,  one  might  describe  a special  form  of  nodular  or 
gummatous  tuberculous  lymphangitis.  Ought  one  to  conclude  that  the  spread 
of  tuberculous  gummata  takes  place  through  the  lymphatics,  and  that  the  gummata 
are  evidence  of  a general  dissemination  of  bacilli  by  the  lymphatic  system  ? Perhaps 
this  conclusion  applied  to  the  majority  of  scrofulo- tuberculous  gummata  would  be 
exaggerated ; but,  nevertheless,  a certain  number  of  facts  which  I have  observed  lead 
me  to  think  with  Lejars  that  this  process  is  capable  of  explaining  the  development 
of  gummata,  whether  isolated  or  in  series.  To  continue  the  parallel  with  syphilitic 
gummata,  which  have  the  blood  vessels  as  their  histologically  demonstrated  origin, 
and,  as  their  supposed  determining  cause,  the  action  of  syphilitic  toxins  on  these 
vessels,  it  may  be  said  that  scrofulo-tuberculous  gummata  are  the  result  of  bacillary 
lesions  of  the  lymphatic  vessels. 

The  lymphatic  origin  of  scrofulo-tuberculous  gummata  does  not  only  regulate 
their  distribution,  but  also  causes  and  explains  a somewhat  unexpected  result  of  them. 
We  refer  to  a particular  form  of  lymphangiectasis,  generally  situated  on  the  lower  limbs, 
characterized  by  more  or  less  extensive  swelling  of  violaceous  tint,  and  by  isolated 
projections  arranged  in  more  or  less  numerous  linear  series,  united  by  a hard, 
moniliform  cord.  These  projections,  which  are  about  the  size  of  a pea,  are  rounded, 
softisli,  or  fluctuating,  and  may  discharge  by  a narrow,  rounded,  fistulous  opening 
a serous  liquid  which  coagulates,  having  all  the  physical,  chemical  and  histological 
characters  of  lymph. 

These  lesions,  generally  secondary  to  pre-existing  disease  of  bone,  have  been 
observed  by  Bazin,  Lailler  (Fig.  2 illustrates  one  of  the  cases  observed  by  this 
sagacious  observer!,  and  by  Mons.  Besnier,  and  have  been  definitely  referred  to 
their  real  origin — tuberculosis — as  the  result  of  the  histological  researches  of 
MM.  Hallopeau  and  J eanselme.  Like  lymphatic  varices  with  lymphorrhagia  developing 
in  hot  countries  under  the  influence  of  filarise,  they  owe  their  origin  to  obliteration  of 
lymphatic  vessels,  but  the  obliteration  in  this  case  is  due  to  the  development  of 
tuberculous  gummata  in  the  walls  of  the  vessels. 

Scrofulo-tuberculous  gummata,  whether  situated  in  the  skin,  subcutaneous  cellular 
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tissue,  or  lymphatic  glands,  can  only  be  cured  by  external  treatment,  consisting  essen- 
tially of  an  incision,  followed  by  scraping  or  cauterization,  and  appropriate  dressings. 
The  incision,  according  to  the  case,  may  be  made  with  a bistoury  or  with  the  galvano- 
or  thermo-cautery,  but  it  is  only  the  first  step  in  the  treatment.  Scraping  with 
the  curette  to  remove  all  the  tissue  invaded  by  tuberculosis,  or,  preferably, 
cauterization  with  Canquoin’s  paste  (as  recommended  by  Lailler),  or,  in  the  case 
of  a limited  lesion,  energetic  use  of  the  actual  cautery,  must  then  be  resorted 
to,  simple  antiseptic  applications  being  almost  always  insufficient  to  bring  about 
cicatrization  by  themselves. 

It  is  unnecessary  to  add  that  general  hygiene  and  medication  suitable  for 
combating  or  preventing  tuberculous  infection  ought  to  be  associated  with  local 
treatment. 


III. 

The  association  in  this  case  of  a tuberculous  dactylitis  with  gummatous  tuberculous 
lymphangitis,  is  only  a particular  instance  of  the  tendency  of  the  cutaneous  mani- 
festations of  tuberculosis  to  invade  the  lymphatic  system.  According  to  the  more 
or  less  vigorous  assistance  and  co-operation  of  the  agents  of  secondary  infection,  with 
more  or  less  facility,  frequency,  rapidity,  and  gravity,  do  the  dermato-tuberculoses  of 
lupous,  papillomatous,  ulcerative,  or  gummatous  type  act  upon  the  vessels  and  lymphatic 
glands,  and  thus  bring  about  general  tuberculous  infection. 

Here  the  relation  is  obvious,  the  mechanism  apparent,  the  mode  of  progression 
indiscutable.  In  other  circumstances  they  are  less  well-defined,  but  exist  none  the 
less  surely ; hence  the  necessity  for  destroying  all  foci  of  skin  tuberculosis  as  vigorously, 
rapidly,  and  radically  as  possible. 

In  the  patient  here  represented  the  lesion  on  the  finger  was  only  one  link 
in  a long  tuberculous  chain ; if  it  was  the  cause  of  the  tuberculous  infection  of  the 
lymphatics  of  the  forearm,  it  was  also  the  immediate  result  of  the  pulmonary 
tuberculosis  by  auto-inoculation  of  the  finger  with  products  of  the  expectoration. 

The  fact  of  the  reinfection  of  tuberculous  subjects  through  the  skin  is  now 
perfectly  recognized.  In  contrast  to  syphilis,  tuberculosis  can  be  reinoculated  an 
indefinite  number  of  times;  and,  again  in  contrast  with  that  disease,  the  local  lesions 
at  the  point  of  reinoculation  are  clinically  very  variable.  On  mucous  membranes 
it  assumes  the  aspect  of  tuberculous  ulcers  with  miliary  granulations ; on  the  fingers 
and  hands  it  generally  assumes  the  warty  form;  on  various  points  of  the  cutaneous 
surface  it  may  assume  the  form  of  lupus.  In  our  case  the  lesion  at  the  point 
of  reinoculation  assumed  a very  special  appearance;  it  has  none  the  less  value  from 
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the  point  of  view  of  the  interpretation  of  successive  stages  of  the  tuberculosis  in 
the  economy ; this  shows  that  in  their  own  interest,  as  well  as  in  that  of  others, 
all  tuberculous  persons  expelling-  bacilli  should  be  subjected  to  rigorous  prophylactic 
measures. 

GEOKGES  THIBIERGE. 


[The  only  case  of  “ Tuberculous  Lymphangitis  ” recognized  as  such  and  published  in  the 
English  language— as  far  as  I know — is  to  be  found  in  the  British  Journal  of  Dermatology , 
1895,  Yol.  VII.,  No.  1.  It  is  accompanied  by  a coloured  drawing.  The  patient  was  under 
the  care  of  Mr.  John  Cahill,  and  the  remarks  on  the  case  are  by  the  writer.  The  paper 
by  Messrs.  Hallopeau  and  Jeanselme,  which  indisputably  decides  the  nature  of  these  cases, 
is  published  in  the  Annales  de  Dermat.  el  Syphilig . for  1890,  p.  957  el  seq.,  and  in  the 
Bulletin  de  la  Soc.  de  Dermat.  for  1890,  pp.  175,  205,  207,  and  for  1891,  p.  89. 

Canquoin’s  paste  is  an  old-fashioned  remedy,  compounded  of  chloride  of  zinc  and  flour, 
in  various  proportions,  with  the  addition  of  a sufficiency  of  water  to  make  it  of  workable 
consistence. — J.  J.  Pringle.] 


PLATE  XXXVII. 


POLYMORPHOUS  SYPHILIDES. 


WTTH  PREDOMINANCE  OF  LICHENOID  AND  MILIARY  FORMS. 


Model  by  Baretta,  No.  1737,  in  the  Saint  Louis  Hospital  Museum,  made  in  the  year  1893  from  a patient 

under  the  care  of  Professor  Fournier. 


This  photo-lithoclirome  illustrates  a type  of  polymorphous  eruption  which  often 
occurs  in  secondary  syphilis. 

If  a careful  analysis  of  the  eruptive  elements  is  made,  several  orders  and 
sub-orders  of  them  will  be  recognized,  viz. : 

(1)  Small  papules  of  the  type  termed  lichenoid;  some — and  these  the  more 
numerous — are  prominent,  convex,  hemispherical;  and  others — less  numerous — are, 
on  the  contrary,  plane  and  flattened,  thus  resembling  the  papule  said  to  be 
pathognomonic  of  lichen  planus,  as  well  as  by  their  shiny  aspect.  Again,  some 
are  intact  on  the  surface  and  retain  their  epidermis ; others  are  desquamating,  while 
some  are  even  covered  with  little  crusts,  etc. 

(2)  Papido-vesicles  or  miliary  papules , some  of  which  are  still  recent,  and  a minute 
accumulation  of  clear  serous  fluid  can  be  seen  at  their  tip  by  transparence;  others 
of  older  date  are  forming  crusts,  while  others  arc  completely  covered  with  a brownish 
or  bloody  scab,  which  resembles  fairly  accurately  the  bloody  scab  of  prurigo.  Here 
and  there  are  some  intact  vesicles  of  absolutely  red  tint — vesicles  which  are  literally 
haemorrhagic,  and  have  doubtless  become  so  by  accidental,  traumatic  exudation  of 
a minute  quantity  of  blood,  as  the  effect  of  rubbing  or  other  forms  of  injury.  The 
somewhat  complicated  dermatological  picture  reproduced  by  our  plate  is  thus  made 
up  of  the  association  of  a small  papular  syphilide  (generally  called  the  papulo- 
granular,  or  lichenoid,  syphilide)  and  of  a miliary  syphilide  (also  termed  the  herpetiform 
syphilid/). 
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Both  of  these  sypli hides  are  only  varieties  or  derivatives  of  the  great  papular 
type,  which  constitutes,  as  is  well  known,  the  great  majority  of  the  cutaneous 
determinations  of  syphilis  in  the  secondary  stage.  In  their  purest  form  and  in  the 
most  general  terms,  their  objective  characters  may  be  described  as  follows : — 

I.  The  P aptjlo- Granular,  or  Lichenoid  Syphilide,  is  distinguished  from 
commoner  types  of  papular  syphilide  by  three  points,  viz. : — 

(a)  The  smaller  size  of  the  papules. 

(b)  The  convex  and,  sometimes,  acuminate  form  of  the  papules. 

(c)  The  very  marked  confluence  of  the  elementary  lesions. 

(a)  In  its  commonest  forms  the  papular  syphilide  is  constituted  by  eruptive 
elements,  the  smallest  dimension  of  which  is  that  of  a lentil,  and  which  are  pretty 
often  comparable,  as  regards  their  extent,  to  a 20-centime  piece,  or  sometimes 
to  a 50-centime  piece.  On  the  contrary,  the  lichenoid  syphilide  is  represented  by 
papules  of  much  smaller  size,  which  are  scarcely  larger  than  the  head  of  a pin,  and 
sometimes  even  smaller  than  that.  This  is  the  papular , punctate  form,  to  which 
we  shall  return  by-and-by. 

(b)  In  the  commoner  forms  of  papular  syphilide  the  papules  appear  as  cutaneous 
prominences  in  plateaux — i.e.,  they  constitute  a discoid  elevation,  flat  on  the  top. 
Inversely,  in  the  type  of  lesion  which  we  are  studying,  the  papules  are  more  grouped 
together,  and  are  convex,  or  sometimes  acuminate.  They  are  generally  globular, 
granular.  They  cannot  be  better  described  than  as  resembling  a pin’s  head  or 
millet  seed,  one  half  of  which  is  set  in  the  skin  and  the  other  half  projects  from 
its  surface. 

(c)  Lastly,  this  form  is  always  remarkable  on  account  of  the  multiplicity  of 
the  eruptive  elements.  The  eruption  is  confluent,  and  very  often  so  to  a high  degree. 
Thus,  in  one  figure,  several  hundred  minute  papules  may  be  counted. 

These  three  characters — the  minuteness,  granular  relief,  and  multiplicity  of  the 
papules — imprint  upon  the  papulo-granular  syphilide  quite  a special  physiognomy, 
which  differentiates  it  from  the  commoner  types  of  papular  syphilodermata.  On  the 
other  hand,  they  bring  it  into  close  connection  with  a well-recognized  dermatological 
type — viz.,  lichen — especially  by  the  rough  and  nutmeg-grater-like  condition  which 
the  skin  presents  when  it  is  thickly  studded  with  these  small  prominent  granulations. 
Hence  the  name  of  lichenoid  syphilide , which  is  often  assigned  to  this  variety  of 
syphilitic  skin  eruption. 

The  lichenoid  syphilide  includes  a rare  sub-variety,  in  which  the  papules  are 
reduced  to  the  dimensions  of  an  extremely  minute  punctiform  projection.  The 
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“dwarf”  papules  constitute  an  eruption  of  quite  special  aspect,  which  has  not  been 
hitherto  sufficiently  studied,  and  for  which  I propose  the  name  of  punctate-papular 
syphilide. 

This  syphilide  commends  itself  to  our  attention  by  the  two  following  characters  : — 

(1)  As  I have  just  said,  the  eruptive  elements  are  extremely  reduced  in  size, 
and  consist  of  really  punctate  papules,  which  recall  very  exactly  the  tiny  granular 
prominences  of  “goose-skin,”  or  of  the  variety  of  keratosis  pilaris  so  common  on 
the  backs  of  the  hands.  These  papules  are  generally  surmounted  by  a minute  white 
or  greyish  scale,  or  by  a tiny  brownish  crust. 

(2)  The  extreme  tendency  to  confluence  of  these  dwarf  papules  is  notable.  It 
may  be  said  that  the  eruption  tends  to  compensate  for  the  fineness  of  its  eruptive 
elements  by  their  extraordinary  multiplicity.  The  skin  is  sometimes  riddled  with 
these  rudimentary  papules,  ten  to  fifteen  of  which  may  be  counted  on  a square 
centimeter,  and  which,  therefore,  must  amount  to  thousands  over  a large  surface  such 
as  the  back. 

This  papular  punctate  syphilide  affects  certain  seats  of  predilection;  especially 
the  back,  then  the  flanks,  buttocks,  loins  and  limbs.  I have  never  met  with  it 
on  the  face.  It  seldom  occurs  alone.  Generally,  it  is  associated  with  other  forms 
of  small  papular  sypliilides.  The  case  in  question  is  an  example  of  this. 

II.  The  Miliary  Syphilide  (also  called  papulo-miliary  syphilitic  or  more 
frequently  herpetiform  syphilitic)  is  only  differentiated  from  the  preceding  forms  by 
the  addition,  to  the  always  minute  papule,  of  a vesicular  element.  It  is  a papulo- 
granular  syphilide,  capped  at  its  summit  by  a small  ampulla  or  vesicle,  which 
contains  a minute  drop  of  clear  and  liquid  serosity. 

This  vesicle  is  always  of  more  or  less  short  duration,  and  thus  its  importance 
in  the  morbid  process  is  small.  It  ruptures  in  a few  days,  either  spontaneously 
or  as  the  result  of  rubbing,  and  very  soon  the  only  results  that  can  be  observed, 
once  the  vesicle  lias  disappeared,  are  one  or  other  of  the  following  conditions 
either  a reddish  papular  pimple,  abraded  at  the  top  and  bordered  by  a greyish 
collarette  of  epidermis,  or  a,  granular  papule  capped  with  a dry,  adherent,  brownish, 
or  sometimes  bright  red  crust,  caused  by  its  mixture  with  a little  blood.  This 
little  crust  persists  a certain  time  as  such,  then  falls  off,  leaving  a slightly 
scurfy  surface. 

So  much  for  their  objective  characters;  but  there  are  two  characters  more 
important  than  these  dermatological  details  (which  often  pass  unperceived  or 
unappreciated),  and  which  cannot  fail  to  strike  the  eye  and  attract  attention;  they 
confer  a special  aspect  upon  the  herpetiform  syphilide  and  are : — 
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(1)  The  remarkable  fineness  of  the  eruptive  elements. 

(2)  Excessive  tendency  to  confluence  of  these  elements. 

Thus  (1)  the  herpetiform  syphilide  is  made  up  of  extremely  small  elementary 
lesions,  the  size  of  a pin’s  head,  or  at  most  of  a millet  seed.  This  recalls  herpes  in 
so  far  as  the  elementary  lesions  remain  almost  always  discrete,  isolated,  independent ; 
while  the  vesicles  which  compose  the  herpes  “ clusters”  have  a marked  tendency  to 
coalescence,  agmination,  and  fusion.  It  also  recalls  miliaria ; lienee  the  name  of 
miliary  syphilide  given  to  it  by  some  sypliilographers. 

(2)  Furthermore,  the  eruptive  elements  are  generally  extremely  numerous ; 
when  they  occupy  any  region  they  are  thickly  scattered  over  it,  and  may  be  counted 
by  hundreds.  They  are  also  distributed  indiscriminately  over  the  skin,  without  any 
definite  grouping  or  methodical  configuration. 

Their  seats  of  predilection  are  the  limbs  and  the  trunk ; I have  never  seen 
them  on  the  face,  nor  on  the  hands  or  feet. 

The  herpetiform  syphilide  is  pretty  frequently  scattered  over  several  regions 
of  the  skin ; at  other  times  it  is  limited  to  one  part,  over  a more  or  less  limited  area, 
but  this  is  rare. 

As  regards  their  subjective  phenomena,,  both  the  forms  of  syphilide  which  we 
have  described  partake  of  the  common  characters  of  secondary  syphilitic  manifesta- 
tions, that  is  to  say  they  are  neither  inflammatory  nor  painful.  They  are  also  generally 
unaccompanied  by  itching.  Sometimes,  however,  they  are  attended  by  a certain 
amount  of  itching,  but  it  is  intermittent,  and  only  occurs  for  short  periods,  especially 
under  the  influence  of  warmth,  and  in  nervous  subjects ; and,  moreover,  the  itching 
is  always  slight  and  incomparably  less  severe  than  that  which  accompanies  true 
lichenoid  diseases  or  scabies. 

There  is  nothing  astonishing  in  the  simultaneous  association  of  different  varieties 
of  the  sypliilodermic  family,  and  this  association  existed  in  the  case  of  our  patient. 
The  elements  of  the  lichenoid,  punctate-papular,  and  herpetiform  syphilide  were  all 
present  in  the  most  remarkable  manner,  and  with  all  their  classical  characteristics. 

But  let  there  be  no  misconception  ! F or  the  ultra-minute  analysis  of  these  cases 
of  complex  syphilides  (i.e.,  with  diverse  eruptive  elements),  offers  an  interest  of  only 
secondary  importance,  and  one  that  is  purely  dermatological.  One  ought,  of  course, 
in  presence  of  a complex  type  of  eruption  to  determine  what  it  offers  for  our  observa- 
tion. That  is  perfectly  proper,  but  one  must  not  exaggerate  the  importance  of  such  a 
dissection  (if  the  word  may  be  permitted)  of  the  type  of  eruption,  nor  the  practical 
results  which  it  may  yield.  For  practical  purposes  it  is  almost  a matter  of  indifference 
(not  to  put  it  more  strongly)  whether  a syphilide  be  of  lichenoid,  or  herpetiform,  or 
punctate-papular,  or  of  mixed  type,  or  made  up  of  these  different  varieties,  for  from 
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such  delicate  distinctions  no  therapeutic  indications  arise.  The  essential  point  is  the 
determination  of  the  syphilitic  “ specificity ” or  of  the  “ non-specificity  ” of  the 
eruption.  All  treatment  depends  on  that  consideration  alone. 

I will  further  add  that  these  objective  minutiae  are  only  seldom  at  our  disposal 
for  diagnostic  purposes.  For  diagnosis  does  not  depend  upon  objective  signs — always 
to  be  accepted  with  caution — such  as  the  size,  form,  configuration  and  colour  of  the 
eruptive  elements,  but  rather  upon  certain  signs  of  another  order,  such  as  the  rational 
signs , e.g.,  pruritus  or  its  absence,  localization  of  the  eruption,  and  especially,  above 
all  things,  the  knowledge  of  specific  antecedents,  the  presence  or  absence  of  concomi- 
tant syphilitic  manifestations,  etc.  In  the  case  under  discussion  our  diagnosis  was 
based  upon  considerations  of  this  kind,  and  the  rapid  cure  of  the  patient  under  the 
influence  of  mercurial  treatment  confirmed  the  specific  nature  of  the  eruption. 

The  two  varieties  of  syphiloderma  we  have  discussed  occur  in  the  secondary 
period.  But,  with  certain  exceptions,  they  are  almost  all  manifestations  of  the  middle 
or  latter  part  of  that  period.  In  other  words  they  occur  in  the  second  or  third  year 
after  infection. 

Mercurial  treatment  alone  is  suitable  for  them.  As  auxiliary  means  we  may 
recommend  simple  or  starch  baths,  repeated  twice  a week;  for  pruritus,  fatty  inunctions, 
oxyde  of  zinc  ointment,  dusting  with  starch  powder,  etc.,  may  be  used. 
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PAGET’S  DISEASE. 


Model  by  Baretta,  No.  1160,  in  the  Saint  Louis  Hospital  Museum,  made  in  the  year  1886,  from 

a patient  under  the  care  of  Mons.  Vidal. 


Paget’s  disease  is  comparatively  rare  in  France ; at  most,  eight  or  ten  cases  have 
been  observed  at  the  Saint  Louis  Hospital  in  the  last  twelve  years.  Models  of  four 
of  them  are  preserved  in  the  Museum,  and  that  reproduced  in  our  photo-lithoclirome 
is  certainly  the  most  instructive  of  them. 

Rare  though  it  be,  the  disease  is,  nevertheless,  of  considerable  interest.  It  is  of 
practical  interest,  for  the  physician  who  recognizes  it  in  its  earliest  manifestations 
will  be  able  to  predict  its  later  stages,  to  point  out  the  serious  risks  which  his  patient 
incurs,  and  to  prevent  them.  It  is  of  theoretical  interest,  because  the  disease  represents 
one  of  the  best  defined  types  of  the  growth  of  pre-cancerous  diseases,  and  as  such, 
constitutes  an  object  of  study  of  the  greatest  importance  with  regard  to  the  still  much 
discussed  question  as  to  the  pathogeny  of  cancer. 

Of  course,  the  following  remarks  will  bear  principally  upon  the  former  of 
these  points. 


I. 

The  model  was  taken  from  the  first  case  of  Panel's  disease  diagnosed  as  such 

O O 

in  France,  and  represents  the  right  breast  of  a woman  who  consulted  Mons.  Vidal 
at  Saint  Louis  Hospital  on  April  26th,  1886. 

I shall  begin  by  giving  a description  of  the  lesion,  followed  by  clinical  information 
as  to  the  patient  gleaned  from  the  thesis  of  Dr.  Louis  Wickham. 

Description  of  the  Model. — Right  in  the  centre  of  the  breast,  the  nipple 
and  its  areola  having  disappeared,  a large  patch  of  bright  red  colour  is  to  be  seen, 
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its  centre  ulcerated  and  fungating ; it  occupies  an  oval  area  with  its  long  diameter 
transverse,  measuring  ten  centimeters  in  length,  and  six  centimeters  in  breadth. 

This  lesion  presents  for  study  a margin,  an  eliclosed  area,  and  a central 
ulceration. 

The  margin  is  extremely  well  defined ; the  healthy  skin,  of  normal  tint,  comes 
up  to  the  red  and  excoriated  area  without  any  transition,  and  without  the  slightest 
erythematous  halo.  This  margin  is  slightly  elevated,  and  forms  a raised  pad, 
projecting  very  slightly  above  the  surrounding  skin,  and  on  the  same  level  as  the 
diseased  surface.  At  certain  points,  especially  to  the  right,  delicate  networks  of 
dilated  capillaries  are  visible.  At  other  parts,  especially  to  the  left  and  below,  this 
margin  is  covered  with  a thin  scale  a few  millimeters  broad,  which  forms  a sort  of  very 
fine  collarette.  (These  details,  to  be  seen  in  the  model,  are  only  very  imperfectly 
reproduced  in  the  photo-lithochrome.)  The  margin  with  these  characteristic  features 
shows  a polycyclical  contour,  with  large  segments  of  circles ; at  the  upper  part 
it  describes  festoons  in  smaller  segments  of  circles,  with  a radius  of  one  or  two 
centimeters. 

The  area  of  the  lesion,  or  portion  intervening  between  the  border  and  the 
ulceration,  presents  slight  mammillary  projections,  and  a finely  granular  condition, 
which  gives  it  a velvety  appearance.  As  a wdiole,  it  is  of  vivid  red  colour,  but  on 
closer  inspection  various  shades  can  be  made  out  which  correspond  to  various  degrees 
of  the  epidermic  lesion,  as  I was  the  first  to  point  out  in  an  observation  personal 
to  myself.  {See  Wickham’s  Thesis,  Case  Y.)  The  surface,  of  bright  red  colour,  and 
finely  granular,  corresponds  to  the  first  degree,  or  that  of  superficial  ulceration,  the 
epidermis  being  deprived  of  its  horny  layer.  At  some  points,  less  extensive  and 
indefinitely  demarcated,  the  colour  is  of  deeper  red,  the  surface  more  irregular,  and 
oozing  is  distinctly  more  abundant;  this  is  the  second  degree,  in  which  the  derma 
is  almost  exposed,  and  the  least  irritation  causes  the  papillm  to  bleed. 

Larger  surfaces,  irregularly  delimitated,  are  present  and  paler  in  colour,  pink 
rather  than  red,  smoother  and  more  shiny  ; these  are  epidermic  islets  and  are  dryer, — 
less  vulnerable,- — while  the  epidermic  layers  over  them  are  in  process  of  repair; 
by  transparence  some  dilated  blood  vessels  may  be  seen. 

The  central  ulceration  occupies  the  seat  of  the  nipple,  which  has  entirely  disappeared, 
as  well  as  of  its  areola,  the  limits  of  which  it  distinctly  transgresses.  It  is  very  irregular 
in  form,  trilobate,  and  measures  four  centimeters  and  a half  transversely  and  two 
centimeters  in  breadth.  It  is  very  accurately  limited  by  an  abruptly  cut  margin, 
hollowed  out  to  a depth  of  two  or  three  millimeters.  Its  surface,  which  is  very 
irregular,  is  covered  with  pus  and  greyish  false  membrane ; elsewhere,  and  especially 
in  the  central  lobe  of  the  ulcer,  it  is  made  up  of  pink,  smoother  fungosities.  At  one 
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point  a granulation  is  visible,  prominent  ancl  of  deep  red  colour — which  makes  it  very 
apparent  in  the  plate ; this  is  evidently  only  one  of  those  fungosities  into  which  some 
haemorrhage  has  occurred. 

I must  add  that  on  the  right  side  of  the  plate,  surrounded  by  perfectly  healthy 
skin,  there  is  a small,  white,  circular  prominence,  either  the  cicatrix  of  a traumatism 
or  of  an  old  pustule,  or  a nsevus  of  molluscous  nature. 

History  of  the  Patient,.  — Miss  X.,  aged  thirty-five,  a shopkeeper,  was  born  in  Dinan. 
The  only  points  evoked  about  her  previous  health  were,  that  she  had  suffered  from  rheumatic 
pains  in  the  muscles  and  joints,  more  especially  in  the  knees  and  feet  ; that  her  periods,  which 
had  always  been  abundant,  ceased  five  years  previously ; and  that  she  had  in  1875  an  induration 
the  size  of  a pigeon’s  egg  in  the  left  breast  above  the  nipple,  which  disappeared  in  four  or  five  years, 
leaving  no  trace  of  its  existence.  The  patient  was  of  strong  constitution  and  robust  appearance. 

The  disease  of  the  right  breast  began  four  years  previously,  in  March,  1882,  by  retraction 
of,  and  some  discharge  about  the  nipple,  but  without  pain  or  change  of  colour.  This  state 
of  affairs  lasted  more  than  a year  ; then  the  nipple  became  red  and  oozing,  covered  with  scabs 
and  excoriated ; the  lesions  spread  towards  the  areola  and  gradually  occupied  a rounded 
surface,  with  progressive  extension  at  the  periphery,  ulcerated,  red,  discharging,  bleeding 
easily,  and  with  sharply  defined  borders.  The  progress  had  been  rapid  in  the  last  year.  There 
was  no  real  itching,  but  only  stabbing  and  pricking,  as  if  from  pins.  On  several  occasions 
she  bad  intercostal  pain.  The  treatment  had  always  been  that  of  eczema,  and,  despite  the  most 
various  measures  employed,  there  had  been  no  perceptible  improvement. 

The  preceding  information  was  given  by  Dr.  Barbe-G-uillard,  who  attended  the 
patient  before  she  came  to  Saint  Louis  Hospital.  It  is  probable  that  when  the  patient  first 
saw  Mens.  Vidal  the  disease  was,  as  usual — in  part  at  least — covered  with  crusts  formed 
of  horny  epidermis  of  dried  discharge,  and  of  the  remains  of  various  powders,  and  that 
these  crusts  had  all  been  removed  by  moist  dressings  before  the  model  was  made. 

The  notes  state  that  the  lesion  was  oozing  and  bled  easily.  There  was  slight 
superficial  induration  to  touch  over  the  excoriated  area;  over  the  ulcerated  area  the 
induration  was  about  two  centimeters  in  depth  over  a transverse  extent  of  four 
centimeters.  On  examination,  Mons.  Vidal  provoked  pretty  severe  pain  on  pressure 
along  the  fourth  and  fifth  right  intercostal  nerves.  Very  careful  examination  of  the 
right  axilla  revealed  no  glandular  enlargements.  The  left  breast  appeared  quite 
normal,  no  trace  of  the  tumour  said  to  have  been  present  in  1874  being  found,  while 
the  nipple  was  healthy  in  every  respect. 

On  May  7th,  1874,  Mons.  Vidal  scraped  the  whole  of  the  lesion  with  a sharp 
curette.  The  portions  removed,  when  examined  microscopically  by  Mons.  Vidal  and 
Wickham,  showed  epitheliomatous  tissue  in  the  centre  and,  round  the  outside,  the 
characteristic  changes  which  J shall  describe  later  on.  The  wound  was  dressed  with 
powdered  chlorate  of  potash  every  fourth  day  after  cocaine  anaesthesia,  and  with 
a saturated  solution  of  chlorate  of  potash  on  the  intervening  days.  Cicatrization  was 
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almost  complete  at  the  end  of  a month,  but  some  small  ulcers  persisted  which  shewed 
a tendency  to  spread.  On  September  7th  Mons.  Vidal  scraped  it  a second  time. 
Four  months  afterwards  there  remained  a red  and  friable  cicatrix,  which  ulcerated 
easily.  While  certain  ulcers  cicatrized,  others  formed. 

Dr.  Barbc- G-uillard  subsequently  observed  the  patient,  who  refused  further  operative 
interference,  and  applied  all  sorts  of  dressings,  from  anodynes  to  the  most  energetic 
caustics  such  as  the  “ Frere  Come’s  paste  ” and  Canqoin’s  paste.  He  accomplished 
the  destruction  and  cicatrization  of  the  central  ulceration,  but  the  superficial  lesion 
persisted,  oozing  and  spreading.  The  patient  died  from  an  unexpected  cerebral 
haemorrhage  in  June,  1889,  maintaining  up  to  the  end  the  appearances  of  perfect 
health.  During  the  whole  duration  of  the  disease,  i.e.,  for  seven  years,  the  axillary 
glands,  watched  with  the  greatest  care,  never  showed  any  enlargement. 

II. 

History. — The  disease,  of  which  our  case  is  an  absolutely  typical  example,  has 
a comparatively  brief  history.  In  1874,  Sir  James  Paget  drew  attention  to  a chronic 
disease  of  the  skin  of  the  nipple  and  areola,  to  which  scirrlms  of  the  mammary  gland 
is  frequently  consecutive ; he  had  seen  fifteen  cases  of  it.  The  merit  of  his  having 
recognized  that  the  disease  is  from  the  beginning  a special  one,  and  not  a simple 
inflammation  of  the  skin  of  eczematous  nature,  accidentally  complicated  with  cancer, 
may  be  contested. 

But,  in  any  case,  this  idea  evolved  itself  gradually  from  the  numerous  English 
publications  on  the  subject  which  appeared  subsequent  to  Paget’s  memoir.  Duhring 
and  Wile  were  able  to  assert  the  nosological  individuality  of  Paget’s  disease  of  the 
nipple  in  1884,  maintaining  that  the  initial  surface  lesion  is  no  more  an  ordinary 
eczema  than  the  subsequent  malignant  tumour  is  an  ordinary  cancer. 

In  France,  Paget’s  disease  was  made  the  subject  of  a critical  analysis  by  Brocq, 
and  was  recognized  and  studied  by  Vidal,  Hallopeau  and  myself,  and  I had  the 
opportunity  of  reconsidering  its  histology,  already  worked  at  by  Butlin,  Thin,  Duhring 
and  Wile.  Louis  Wickham*  made  it  the  subject  of  numerous  articles,  and  especially 
of  a noteworthy  thesis,  which  is  a complete  monograph  on  the  subject. 

^Etiology. — This  is  very  obscure.  We  know  that  Paget’s  disease  is  rarely 
observed  before  the  age  of  thirty,  and  generally  after  the  age  of  forty-five  years. 
It  is  confined  almost  exclusively  to  the  female  sex,  and  affects  the  breast — rather 
more  frequently  the  right — without  apparent  cause.  The  majority  of  patients  have 


* Wickham : “ Maladie  de  la  Peau  dite  Maladie  de  Paget.” — These  de  Paris,  1890. 


PAGET'S  DISEASE. 


227 


nursed  infants  at  the  breast,  but  this  condition  is  far  from  being-  exclusive  as  our 
observation  demonstrates.  Heredity  and  contagion  appear  to  play  no  part  in  the 
aetiology. 

Three  cases  of  Paget’s  disease  are  asserted  to  have  occurred  in  men ; it  is  a curious 
fact  that  in  two  of  these  the  scrotum  and  perineeum  were  the  parts  affected. 

By  reason  of  my  histological  observations,  which  were  completely  confirmed  as 
such,  I was  led  to  maintain  that  the  disease  is  of  parasitic  origin,  and  due  to  the 
presence  in  the  epidermis  of  specific  coccidia,  a theory  which  is  now  vigorously 
combated.  I have  never  been  able  to  determine  the  origin  of  the  supposed  parasites. 

Symptoms.— The  details  I have  given  in  describing  our  case  permit  me  to 
shorten  this  paragraph  considerably. 

The  onset  of  Paget’s  disease  of  the  nipple  always  occur,  on  the  nipple,  either 
at  its  tip  or  at  its  base,  which  shows  small  horny  concretions  or  crusts,  rather  firmly 
adherent  and  constantly  re-forming.  The  nipple  becomes  rapidly  retracted  and  later 
on  completely  obliterated  ; often  it  gives  rise  to  a little  serous  oozing  even  long  after 
the  formation  of  crusts.  After  a variable  time,  varying  from  months  to  years, 
a fissure,  or  erythematous  area,  with  a very  superficial  erosion,  appears  under  the 
crusts ; this  persists  and  enlarges  at  the  same  time  as  itching,  pricking  pains  and 
sensations  of  burning  manifest  themselves. 

From  this  point  the  disease  is  established  and  gradually  invades  the  whole 
areola,  then  the  surrounding  skin,  without  any  of  the  ordinary  methods  of  treatment 
applied  to  it  having  any  action  upon  it.  It  is  almost  always  unilateral,  and  the 
two  breasts  have  never  been  known  to  be  attacked  simultaneously ; sometimes 
the  retraction  of  the  nipple  on  the  opposite  side,  or  the  presence  on  its  surface 
of  some  crusts  have  been  noted. 

In  this  stage  of  superficial  pseudo-eczematous  lesion  the  appearance  is  absolutely 
and  invariably  exactly  that  I have  described  in  the  present  case.  I shall,  therefore, 
confine  myself  to  indicating  the  essential  features  of  the  affection,  which  are  as  follows: 

(1)  An  eroded  patch,  or  sheet,  of  bright  red  colour,  finely  granular,  oozing 
or  crusted  (first  degree)  ; studded  with  still  redder  spots,  bleeding  easily,  secreting 
pus  and  ulcerated  (second  degree) ; and  with  pink  islets,  dryer  and  with  constant  fine 
lamellar  desquamation  (surfaces  covered  with  epidermis). 

(2)  The  margin  is  characterised  by  its  perfect  definiteness,  and  its  slight  pad-like 
prominence,  its  scaly  collarette  or  its  dilated  blood  vessels. 

(2,)  The  lesion  is  polycyclical,  usually  with  large  festoons. 

(4)  Induration  is  superficial  like  vellum  or  thin  pasteboard. 

(5)  The  nipple  is  retracted  or  completely  obliterated. 
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(6)  The  axillary  glands  are  intact. 

(7)  The  duration  of  the  disease  is  long,  and  its  slow  spread  is  absolutely  rebellious 
to  all  common  forms  of  treatment. 

(8)  Lastly,  the  disease  is  unilateral. 

After  a variable  time — from  two  to  six  years  in  most  cases  observed— the  disease 
passes  to  the  cancerous  stage.  A malignant  tumour  has  been  seen  to  appear  a few 
months  after  the  start  of  the  disease.  In  a case  of  my  own  its  appearance  was  delayed 
till  the  twelfth  year,  and  in  a case  reported  by  Jamieson  no  tumour  had  developed 
at  the  end  of  twenty  years  after  the  evolution  of  the  disease. 

Despite  this  exceptional  fact,  it  may  be  said  that  the  formation  of  an  epitheliomatous 
neoplasm  in  the  breast  forms  part  of  the  regular  course  of  the  disease. 

It  is  almost  always  in  the  seat  of  the  retracted  nipple,  which  remains  palpable 
to  touch  in  the  form  of  a resistant  mass  under  the  eroded  surface,  that  the  tumour  first 
forms  by  an  increase  in  size  of  this  indurated  nodule,  at  first  barely  perceptible, 
then  incontestable.  It  ulcerates  pretty  rapidly  at  the  seat  of  the  nipple,  becomes 
irregularly  hollowed  out,  or  gives  rise  to  vegetating  granulations  of  very  variable  size. 
From  this  moment  the  neoplasm  increases  rapidly  in  size,  and,  apart  from  the  surface 
lesion,  which  persists,  the  disease  spreads  as  in  common  epithelioma  of  the  breast 
starting  from  the  mammary  ducts. 

In  some  cases  palpation  reveals  the  presence  of  a hard  nodule  in  the  depth  of  the 
gland  at  some  point  or  another,  which  subsequently  grows  and  gains  the  surface 
or  invades  the  whole  breast  unless  an  operation  be  performed  in  time. 

Whatever  may  be  said,  there  are  no  really  specific  characters  about  the  cancerous 
growths  in  Paget’s  disease  ; they  are  really  those  of  common  cancer  of  the  breast,  and 
only  a few  symptomatic  “ nuances  ” may  be  pointed  out,  viz. 

(1)  Their  remarkable  slowness  of  development,  especially  at  first. 

(2)  Their  low  degree  of  malignity  in  the  earlier  stages ; incomplete  operations, 
e.g.,  by  scraping  or  cauterization,  as  in  this  case,  are  not  necessarily  followed  by 
reformation  and  generalization  of  the  disease  in  a short  time. 

(3)  The  implication  of  axillary  glands  is  for  a long  time  absent,  is  always  slow, 
and  only  occurs  in  the  very  last  stages  of  the  disease. 

The  end  of  the  disease,  unless  an  operation  is  performed  at  a proper  time,  is  that 
of  cancer  of  the  breast ; death  occurs  from  marasmus  or  from  general  dissemination 
of  the  cancer. 

Paget'1  s disease  of  the  skin  of  other  regions  of  the  body  has  only  been  observed 
in  two  cases,  by  Badcliffe- Crocker,  and  by  Darier  and  Couilland.* 


* Bulletin  de  la  Soc.  de  Dermatol.,  1893,  p.  25. 
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In  the  former  case  it  began  on  the  scrotum  and  spread  to  the  penis ; in  the  latter, 
starting  from  the  edge  of  the  anus,  it  involved  both  buttocks,  the  perinseum , and 
the  scrotum. 

In  these  cases  the  characters  described  were  present  without  any  important 
differences,  viz. : — the  appearance  of  an  erythemato-squamous  or  crusted  surface ; the 
formation  of  a red  sheet,  eroded,  oozing,  and  with  areas  covered  with  epidermis; 
the  typical,  well-defined,  polycyclical  border;  itching  or  burning ; absence  of  glandular 
implication.  In  both  cases  there  was  no  development  of  an  epitheliomatous  tumour ; 
the  first  case  was  cured  by  an  operation,  the  second  succumbed  to  senile  cachexia. 

Pathological  Anatomy. — I shall  only  dwell  upon  the'  most  important  points 
here.  In  sections  of  the  diseased  skin,  lesions  of  the  epidermis  and  of  the  derma  are 
to  be  noted.  At  the  padlike  raised  border,  and  over  the  squamous  portions,  the 
epidermis  is  thickened,  the  horny  layer  is  lamellated,  the  granular  layer  normal,  but 
the  rete  maipigliii  contains,  Scattered  throughout  it,  elements  which  immediately  attract 
attention.  These  are  cells  more  voluminous  than  the  others,  often  round,  sometimes 
having  a membrane  with  double  contour,  with  clear  protoplasm,  retractile,  not 
filamentous,  and  with  a nucleus  often  irregular  nodular  (bossele).  Sometimes  a single 
membrane  surrounds  several  corpuscles.  These  bodies  may  be  found  at  various 
depths  in  the  epidermis,  and  in  the  horny  layers  where  the  cells  become  flattened. 

By  reason  of  the  great  difference  in  appearance  of  these  cells  from  that  of  the 
cells  of  the  rete  malpigltii,  in  the  midst  of  which  they  are  scattered,  1 thought  myself 
justified  in  considering  these  bodies  as  parasites,  as  coccidia.  This  opinion,  also 
maintained  bv  Wickham  and  others,  has  not  received  general  acceptance. 

Over  the  seats  of  ulceration  the  epidermis  is  upturned  by  the  great  abundance 
of  these  ambiguous  elements  and,  in  great  part,  detached.  The  glandular  and 
follicular  prolongations  of  the  epidermis  also  contain  them. 

The  derma  shows  elongation  and  widening  of  the  papilla'  (malignant  papillary 
dermatitis  of  Thin),  and  beneath  them  an  abundant  continuous  layer  of  cellular 
infiltration,  which  explains  the  induration;  the  cells  which  compose  it  are  exclusively 
“plasma  cells1’  (I  nna).  At  the  ulcerative  points  the  papillae  have  disappeared. 

The  epithelioma  of  Paget’s  disease  has  as  its  starting  point  either  the  glandular 
ducts  of  the  nipple  or  the  superficial  epidermis.  There  is  nothing  special  about  its 
structure;  “ pseudo-coccidia  " are  found  in  varying  quantities  in  the  epitheliomatous 
lobes,  greatly  resembling  those  in  the  superficial  epidermis,  but  also  comparable  to 
those  elements  of  the  same  sides  which,  truth  to  tell,  are  contained  in  every  epithelioma, 
of  the  skin. 

Nature  ok  the  Disease. — It  is  absolutely  beyond  doubt  nowadays  that  the 
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initial  pseuclo-eczematous  lesion  has  nothing  in  common,  either  clinically  or  histologi- 
cally, with  eczema,  psoriasis,  etc.  The  changes  present  are  quite  special,  and  to  such 
a degree  characteristic,  that  the  histological  examination  of  a single  section  permits 
of  their  being  recognized  with  absolute  certainty. 

The  secondary  cancer,  on  the  other  hand,  is  not  so  special,  and  presents  itself 
in  one  of  the  forms  commonly  met  with  in  the  mammary  gland. 

The  opinion  which  anyone  will  arrive  at  as  to  the  nature  of  the  disease  is,  so  to 
speak,  bound  up  with  the  interpretation  placed  upon  the  “ pseudo-coccidian  ” bodies, 
[f  they  are  considered  as  sporozoarial  parasites,  as  I have  suggested,*  and  Wickham 
as  well  as  others  have  maintained,  the  disease  is  then  a psorospermosis  of  the  superficial 
epidermis,  invading  the  glands  and  causing  cancer.  If  they  are  considered  to  he  only 
cellular  metaplasias,  the  whole  process  will  be  regarded  as  a surface  epitlieliomatosis 
extending  finally  in  depth,  or  as  a pre-cancerous  affection  upon  which  carcinoma  may 
or  may  not,  according  to  the  case,  engraft  itself. 

At  all  events,  it  is  important  to  note  that  the  disease  has  a distinct  and  indubitable 
specificity,  and  constitutes  a definite  nosological  type. 

Diagnosis. — The  presence  in  a woman,  especially  of  advanced  age,  of  persistent 
horny  concretions  on  the  nipple,  is  in  itself  suspicious,  especially  if  associated  with 
oozing  and  retraction  of  the  nipple. 

During  the  period  of  existence  of  a red,  rounded,  clearly  demarcated  ulcer,  with 
slightly  indurated  base,  the  objective  appearances  may  approach  those  of  a syphilitic 
chancre,  but  the  absence  of  glandular  implication,  and  especially  the  old  date  of  the 
lesion,  will  easily  enable  one  to  avoid  that  error  in  diagnosis.  The  typical  eroded 
patch,  as  I have  described  it  above,  with  its  chief  characteristics,  can  leave  no  doubt 
in  the  mind,  and  generally  the  diagnosis  is  made  at  first  sight  and  even  at  a distance 
by  any  one  who  knows  Paget’s  disease. 

Tuberculous  or  erythematous  lupus,  syphilides,  psoriasis,  etc.,  can  hardly  be 
any  cause  of  confusion. 

There  are,  indeed,  only  two  affections  which  justify  any  serious  hesitation  in 
diagnosis,  viz.  :■ — 

(1)  Eczema  of  the  areola. — There  is  a classical  idea  that  this  form  of  eczema 
is  in  relation  either  to  scabies  or  to  pregnancy,  or  that  it  may  be  the  remains  of 
a more  extensive  eruption.  Eczema  always  is,  or  has  been,  vesicular,  at  least 
in  places ; its  margins  are  usually  irregular,  broken  up,  its  base  is  oedematous  rather 
than  indurated ; it  is  subject  to  extensive  outbreaks  followed  by  regressions,  and 


* Societe  de  Biolope,  19th  April,  1889. 
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generally  is  surrounded  by  an  erythematous  zone ; finally,  eczema  of  the  breast 
is  often  bilateral. 

But  all  these  differential  points  may  be  so  ill-defined,  more  especially  a patch 
of  eczema  may  have  such  well-defined  borders,  that  the  diagnosis  becomes  clinically 
almost  impossible,  especially  if  there  is  retraction  of  the  nipple,  as  I have  observed. 

(2)  There  is  a variety  of  superficial  epithelioma  which,  as  far  as  I know,  has 
not  been  observed  on  the  breast,  but  which  might  pass  for  Paget’s  disease  in  other 
regions.  I have  had  the  opportunity  of  seeing  six  or  seven  cases,  two  of  which  were 
in  the  service  of  my  master,  Mons.  Ernest  Besnier.  The  condition  consists  of  red 
patches,  the  size  of  the  palm  of  the  hand  or  bigger,  spreading  excentrically,  very 
accurately  demarcated  by  a polycyclical,  slightly  raised  margin,  which  may  at  some 
part  present  an  ulcer  with  vegetating  margins,  or  fungating  vegetations  on  an 
indurated  base.  Doubtless  their  surface  is  dryer,  less  eroded,  and  oozes  less  than  in 
Paget’s  disease;  nevertheless,  the  clinical  diagnosis  is  even  more  difficult  to  establish 
than  in  the  case  of  localized  eczema  of  the  breast. 

In  face  of  the  two  difficulties  I have  mentioned,  and,  perhaps,  in  other  analogous 
cases,  it  is  of  the  extremest  importance  to  have  a means  of  investigation  which 
is  not  deceptive,  and  this  means  we  possess  in  the  microscopic  examination  of  the  scales , 
or  in  a biopsy. 

Let  some  of  the  epidermic  scales  covering  the  dubious  lesion  be  lifted  off  with 
forceps,  and  placed  under  the  microscope  in  a forty  per  cent,  solution  of  caustic  potash. 
If  the  case  is  one  of  Paget’s  disease,  and  in  this  event  only,  numerous  round  bodies 
will  be  seen  along  with  horny  lamellated  cells,  of  variable  sizes,  but  generally  larger 
than  the  epidermic  cells,  possessing  a,  membrane  with  double  contour,  and  containing 
a shrunken,  protoplasmic  mass.  The  examination  is  easier  and  more  conclusive 
if  tl le  scales  are  deprived  of  their  fat  by  alcohol  and  ether,  or  if  they  have  been 
allowed  to  remain  for  a few  days  in  a two  per  cent,  solution  of  bichromate  of  potash. 

And  if,  for  any  reason,  doubt  still  remains,  it  will  suffice  to  excise  a small  portion 
of  the  lesion,  preferably  at  the  margin,  and  to  make  a,  regular  histological  examination 
of  sections  of  it.  This  examination  will  demonstrate,  or  not,  the  pathogenic  lesions 
I h ave  indicated  above. 

When  a cancerous  tumour  of  the  breast,  either  ulcerated  or  not,  is  superadded 
to  the  superficial  “ pseudo-eczematous  ” lesion  the  diagnosis  is  evident. 

A word  of  warning,  however,  against  the  error  of  regarding  as  examples  of 
Paget’s  disease  cases  of  malignant  tumours  of  the  breast  in  winch  the  shin  is  altered , 
excoriated,  or  eczematous  as  the  result  of  irritating  dressings  or  from  any  other  cause. 
In  such  a case  the  tumour  has  preceded  the  lesion  of  the  skin,  which,  indeed,  presents 
none  of  the  distinctive  characters  I have  insisted  upon. 
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Treatment. — In  this  respect  a line  of  distinction  must  be  drawn  between  cases 
of  Paget’s  disease  which  are  suspected,  confirmed,  or  already  have  attained  the 
cancerous  stage. 

If  there  is  any  doubt,  that  doubt  must  be  changed  into  certainty  in  one  direction 
or  another ; only  an  affection,  the  diagnosis  of  which  is  established,  can  be  properly 
treated. 

Paget’s  disease  being  once  recognized,  experience  has  demonstrated  beyond  doubt 
that  no  good  can  result  from  dressings  termed  soothing  or  emollient,  nor  from  poultices, 
compresses  soaked  in  antiseptic  or  other  liquids,  from  isolating  or  drying  powders, 
from  occlusive  or  resorbent  plasters,  any  more  than  from  irritants  or  alterative  agents. 
They  comfort  and  please  the  patients  by  giving  rise  to  an  apparent  improvement, 
but  in  spite  of  them  all  the  disease  progresses. 

Must  recourse  be  had  then  to  major  surgical  procedures, — to  removal  of  the  breast? 
This  certainly  is  demanded,  and  is  the  only  rational  procedure  when  a cancerous 
tumour  is  present. 

But  in  the  stage  of  superficial  lesion,  especially  at  the  onset,  the  disease 
is  certainly  curable  by  less  extreme  measures.  Our  case  also  shows  that  these  means, 
if  they  unfortunately  fail  to  cure,  do  not  aggravate  the  situation,  and  recourse  may 
still  be  had  to  the  radical  operation. 

Therefore,  if  no  cancer  yet  exists  we  advise  scraping  with  the  sharp  curette, 
carried  out  very  completely  and  energetically,  under  a local  or  general  anaesthetic, 
of  course.  Scraping  may  be  followed  by  dressings  either  of  solution  of  chlorate 
of  potash,  or  with  powdered  chlorate  of  potash  either  pure  or,  better  still,  combined 
with  three  parts  of  dermatol.  In  the  event  of  partial  relapse  the  treatment  may 
be  repeated  or  caustics  employed.  If  scraping  is  repeated  or  if  for  any  other  reason 
one  does  not  wish  to  resort  to  it,  caustics  may  suffice.  An  arsenical  paste,  or  a chloride 
of  zinc  paste  may  be  used  with  prudence,  their  action  being  graduated  according 
to  the  depth  of  the  slough  to  be  produced.  Dressing  with  solutions  of  chloride  of 
zinc  (one-tliird  strength)  formerly  yielded  me  encouraging  results,  but  demand 
frequent  application,  and  are  borne  with  difficulty  on  account  of  the  pain  they  cause. 

In  short  the  result  of  our  experience  is  that  the  only  effectual  treatment  of  Paget’s 
disease  consists  in  its  destruction  by  actual  cautery  or  other  caustics  in  the  earlier 
stages,  and  by  amputation  of  the  whole  organ  when  cancer  is  present. 
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TROPHIC  ULCERS  OF  THE  HAND  AND  FOREARM. 


Model  by  Baretta,  No.  1721,  in  the  Saint  Louis  Hospital  Museum,  made  in  the  year  1893,  from  a patient 

under  the  care  of  M.  Quinquaed. 


Lesions  of  this  sort  are  certainly  rare ; but  as  they  are  still  more  imperfectly  known 
their  rarity  is,  perhaps,  more  apparent  than  real.  It  is  therefore  of  the  greatest 
importance  to  render  them  familiar,  especially  as  important  ideas  on  the  functions 
of  the  peripheral  nervous  system — still  so  obscure — may  be  evolved  from  their 
careful  study. 

I. 

The  patient  in  question  was  the  subject  of  a communication  by  Mons.  Quinquaud 
to  the  Societe  dr  Dermatologie  in  1893,  and  the  history  is  taken  from  it. 

“On  March  1.1th,  1892,  the  tube  of  a copper  steam  engine  exploded;  splinters 
and  steam  struck  a.  workman  on  the  palm  of  the  hand,  and  on  the  middle  and  ring 
fingers,  causing  some  longitudinal  wounds  with  some  degree  of  crushing.  The  wounds 
were  dressed  by  a.  chemist,  but  soon  became  infective,  suppurated,  and  exhaled 
a disagreeable  smell.  The  man  then  went  to  the  Hospital  Lariboisiere,  where  the 
mortified  parts  were  removed.  The  last  phalanx  of  the  index  finger  fell  off,  but  the 
nail  was  preserved.  The  wounds  took  about  four  months  to  cicatrize,  and  a marked 
degree  of  retraction  of  the  flexors  already  existed  in  November,  1892.” 

“ For  two  months  nothing  special  was  noted,  except  some  pains  in  the  fingers 
and  wrist,  but  in  the  end  of  January  these  became  more  intense  and  shooting, 
occurring  in  attacks  lasting  a quarter  of  an  hour  during  the  day,  but  especially 
at  night;  they  affected  the  entire  length  of  the  arm  as  high  as  the  shoulder.” 

“ In  the  beginning  of  February  the  first  ulcers  made  their  appearance  on  the 
palmar  surface  of  the  wrist.  A few  days  afterwards,  others  appeared  on  the  dorsal 
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surface  of  the  hand  and  wrist.  They  began  as  a red  spot,  in  the  centre  of  which 
a white  flat  blister  could  be  seen.” 

“ When  the  patient  came  into  M.  Quinquaud’s  ward  on  February  16tli,  1893, 
his  hand  was  ‘ clawed,’  all  the  fingers  flexed,  especially  those  which  had  been  injured, 
where  the  cicatrices  were  still  visible.  It  was  impossible  to  straighten  the  fingers, 
and  the  attempt  was  very  painful.  The  last  phalanx  of  the  index  finger  had  fallen, 
the  disfigured  end  of  the  finger  remaining  adherent  to  the  skin.” 

“ Rounded  irregular  ulcers  were  present  over  the  dorsal  aspect  of  the  middle 
finger  and  of  the  hand  above  the  wrist,  and  of  the  lower  third  of  the  forearm.  The  largest 
were  the  size  of  a fifty-centime  piece  and  presented  a yellowish  surface  like  dead  skin, 
while  others  were  typically  escliarotic  and  surrounded  with  a slightly  prominent  ring. 
According  to  the  patient  they  had  no  tendency  towards  cicatrization ; that  of  oldest 
standing  was  on  the  wrist,  the  second  on  the  middle  finger.” 

“There  was  almost  complete  ancestliesici  of  every  form  to  pain,  contact  and  heat 
over  the  whole  of  the  last  four  fingers,  the  dorsal  surface  of  the  hand,  the  palm,  the 
hypothenar  region,  the  wrist,  the  forearm  for  some  centimeters  above  the  uppermost 
ulceration  on  the  dorsal  side,  and  a little  less  extensively  on  the  palmar  side  (sixteen 
centimeters  above  the  wrist  joint),  and  over  this  area  the  point  of  a dynamometric 
sesthesiometer  was  not  felt  with  a pressure  of  two  hundred  grammes.  Deep  sensibility 
seemed  to  be  preserved  ; firm  pressure  or  a knock  were  perceived.” 

“The  upper  third  and  outer  side  of  the  right  forearm,  the  thenar  region,  and 
the  thumb  were,  on  the  contrary,  almost  entirely  unaffected.” 

“The  movements  of  the  fingers  were  almost  abolished,  excepting  the  thumb; 
the  hand  was  cold,  slightly  cyanosed,  its  temperature  0*8  (Centigrade)  below  that  of 
the  healthy  side.  On  February  18th  there  was  some  lymphangitis  round  the  patches, 
and  the  axillary  glands  were  painful,  but  two  days  afterwards  these  signs  had 
disappeared.” 

“ On  the  following  days  the  escliarotic  appearance  increased,  and  pain  was  severe. 
It  was  noted,  however,  that  many  of  the  ulcers  showed  a tendency  to  heal  under 
treatment  with  losoplian  and  cotton  wool  occlusive  dressings,  while  they  increased 
in  size  after  the  cessation  of  this  treatment.” 

“ On  March  15th  a new  eruption  appeared;  in  twenty-four  hours  it  presented 
the  following  appearance  over  a red  surface,  about  the  size  of  a centimeter  and 
a half  there  was  a flat  bulla,  depressed  in  the  centre  with  a small  amount  of  purulent 
liquid  under  the  epidermis ; a greyish  slough  had  already  begun  to  form.” 
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II. 

The  histological  appearances  were  reported  by  M.  Nicolle  to  be  as  follows  : — 
“ Sections,  including  both  the  nicerated  portion  and  the  adjacent  healthy  skin  showed 
the  following  appearances  : — The  epidermis  is  somewhat  hypertrophied,  and  its  horny 
layer,  which  is  manifestly  thicker  than  normal,  is  abruptly  interrupted  at  the  seat 
of  the  loss  of  substance,  where  it  offers  the  vascular  condition  found  in  vesicular 
and  bullous  affections,  although  to  a very  limited  degree.  Beneath  it  the  papillae 
show  a little  leucocytic  infiltration.  The  derma,  where  exposed,  has  a thin  layer 
of  white  corpuscles  and  some  fibrinous  exudation  on  its  surface.” 

“ Throughout  the  section  the  middle  layer  of  the  derma  is  practically  normal, 
while  its  deeper  portion  is  infiltrated  with  numerous  leucocytes,  and  exhibits  abnormally 
hypertrophied  connective  tissue  elements.  These  latter  evidently  exist  previous  to 
tfie  formation  of  bullae ; they  are  also  present,  as  we  have  said,  in  regions  where  the 
epidermis  is  intact.” 

“ No  nerve  twigs  were  met  with  in  our  preparations.  The  blood  vessels  presented 
nothing  of  moment  except  the  capillaries,  many  of  which,  in  the  deeper  layers  of 
the  derma,  were  diseased.  Finally,  staining  for  microbes  revealed  nothing  of  any 
interest.” 


TIT. 

To  sum  up; — a phlegmon  which  suppurated  and  then  healed,  occurred  as  the  result 
of  an  injury  to  the  fingers  and  palm.  But  during  cicatrization  contraction  of  the  fingers, 
pain  and  anaesthesia  set  in,  and  finally,  after  the  long  period  of  eleven  months,  the 
peculiar  lesions  developed  which  have  been  described.  All  that  is  easy  of  observation, 
but  difficult  of  interpretation.  Quinquaud  pointed  out  the  limitation  of  the  lesions 
to  the  band  of  anaesthesia — i.e.,  in  the  distribution  of  the  ulnar  and  median  nerves, 
while  the  area  of  distribution  of  the  radial  nerve  was  free  from  both  eruption  and 
anaesthesia,  excepting  only  the  index  and  outer  side  of  the  middle  finger.  He  then 
discussed  the  possibility  of  the  lesions  being  due  to  leprosy  or  to  syringomyelia 
in  an  early  stage.  ITe  discards  the  former  idea  on  the  ground  of  absence  of  bacilli 
and  of  changes  in  the  ulnar  nerve,  and  the  latter  on  the  absence  of  “ sensory 
dissociation”;  he  decided  in  favour  of  the  existence  of  an  ascending  neuritis  with 
consecutive  trophic  troubles.  “ These  lesions,”  he  added,  “heal  rapidly  under  losophan 
dressings  and  when  occluded,  but  reappear  and  become  intensified  on  the  discontinuance 
of  the  dressing;  I believe  that  the  soil  is  prepared  for  invasion  by  micrococci  by  the 
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nervous  lesions,  and  that  the  vascular  troubles  fully  explain  the  sloughing  which  takes 
place  where  the  circulation  is  difficult  or  altered,  at  least  in  the  skin  and  snbdermic 
region.  Something  analogous  occurs  to  what  happens  to  the  cornea  in  Magendie’s 
experiment.” 


LUCIEN  JACQUET. 


PLATE  XL. 


SYPHILITIC  CHANCRE  OF  THE  FACE. 


SYPHILITIC  CHANCRE  OF  THE  BREAST  (Common  Form). 
SYPHILITIC  CHANCRE  OF  THE  BREAST  (Ulcerative  Form). 


Models  by  Baeetta,  Nos.  1626,  108,  and  223,  from  patients  under  the  care  of  Mons.  Fottrniee. 


I. 

Figure  1 is  a beautiful  example  of  the  ulcerative  form  of  chancre  of  the  face. 

Chancres  of  the  face  form  one  of  the  most  interesting  groups  of  extra-genital 
chancres  and  on  three  grounds;  (1)  their  aetiology,  for  quite  special  causes  of 
contamination  come  into  play,  such  as  infection  by  razors;  (2)  their  extremely  various 
clinical  types;  (3)  the  diagnostic  errors  to  which  they  may  give  rise.  These  various 
points  cannot  be  discussed  here,  but  I have  devoted  much  study  to  them  in  my 
recent  work  on  Extra-genital  Chancres  (Paris  1897,  Rueff  et  Cie.).  I shall  therefore 
content  myself  with  some  considerations  upon  the  most  common  clinical  forms  ot 
chancre  in  this  curious  locality. 

Clinical  forms. — Being  cutaneous  chancres,  they  assume  the  objective  characters 
appertaining  to  chancres  of  the  skin,  wherever  situate.  They  may  be  subdivided 
as  usual  into  two  large  groups  (1),  chancres  which  are  scabbed  over  or  (2),  have  their 
surface  exposed. 

According  to  diverse  conditions  they  may  present  themselves  as  one  or  other 
of  these  two  types  or  even  alternately.  Left  untreated,  they  are  scabbed  chancres ; 
when  dressed,  they  are  chancres  “ a vif.”  It  is  not  rare  for  the  same  chancre  to  assume 
these  two  different  objective  forms  at  different  times. 

1.  The  Scabbed  Chancre  * — In  this  form  the  facial  chancre  is  nothing  but  a scab 


* See  Models  246  and  265  in  my  private  collection  in  Saint  Louis  Hospital  Museum. 
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on  the  face,  with  no  special  characters  of  its  own;  it  is  generally  brownish  and  of  a more 
or  less  deep  brown  tint,  but  sometimes  yellowish ; it  is  rather  thick,  firm,  compact  and 
always  a little  raised. 

At  first  sight,  then,  it  is  merely  like  an  ecthyma,  an  impetigo,  a herpes  or  even 
a dried  up  boil.  Nevertheless  the  following  characters  may  awaken  suspicion  viz.: — 

(1)  It  constitutes  a circumscribed  lesion,  accurately  defined  and  delimitated,  and 
not  a diffuse  lesion,  (I  insist  on  the  point),  not  a lesion  with  uncertain,  ill-defined, 
irregular,  wavy  outlines  such  as  the  scabs  of  an  impetigo  or  an  eczema  present. 

(2)  It  is  usually  of  rounded  form,  sometimes  mathematically  circular  or  nearly  so. 

(3)  It  is  of  medium  extent,  varying  from  the  size  of  a fifty-centime  piece  to  a franc  ; 
its  extent  therefore  is  very  different  from  that  usual  to  the  scabby  lesions  caused 
by  tertiary  syphilis  or  tuberculosis. 

(4)  And  most  specially,  it  rests  on  a resistant,  indurated  base  which  is  nothing  else 
than  the  specific  induration  of  the  chancre.  This  latter  character,  without  speaking  of 
the  accompanying  glandular  affection,  is  almost  always  calculated,  not  only  to  awaken 
suspicion,  but  to  determine  the  diagnosis  in  favour  of  a chancre. 

2.  Chancre  until  its  surface  exposed. — Facial  chancre  of  this  second  type  presents 
itself  with  the  habitual,  classical  characteristics  either  of  the  erosive  or  of  the  idcerative 
variety. 

(a)  In  the  former  there  is  merely  a simple  erosive  lesion  of  the  skin  of  the  face, 
a lesion  which  merely  touches  without  actually  invading  the  derma ; sometimes  it  is 
flat,  absolutely  flat,  and  on  a level  with  the  surrounding  skin,  but  more  frequently 
it  is  very  slightly  raised  so  as  to  form  a plateau,  almost  on  the  same  plane  as  the 
healthy  surrounding  tissues,  i.e.  is  bounded  by  a frontier  line  which  does  not  project, 
is  without  break  or  irregularities,  in  one  word,  which  has  no  real  border.  Its  surface 
is  smooth,  flat,  uniform,  sometimes  even  looks  varnished ; its  colour  is  generally  red, 
sometimes  bright  red  or  almost  carmine,  and  reminiscent  in  the  highest  degree  of  the 
flesh  tint  of  dissected  muscle. 

From  the  latter  point  of  view  we  may  pay  special  attention  to  a fact  frequently 
observed  clinically  viz. ; that  certain  chancres  on  the  face  declare  themselves  immediately 
and  at  the  first  glance  as  chancres  by  their  beautiful  carmine  or  “ muscle-flesh  ” colour 
which  is  quite  special  and  significant  in  a number  of  cases.  To  convince  oneself  of  this 
it  will  suffice  to  pass  through  the  gallery  of  syphilitic  chancres  in  our  Museum,  when 
it  will  be  readily  admitted  that  my  statement  is  no  exaggeration. 

(b)  In  the  idcerative  variety,  '5  what  is  observed  consists,  on  the  contrary,  of  an 


* See  Models  numbered  198,  711,  413,  857  in  the  General  Collection  of  the  Saint  Louis  Hospital  Museum. 
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encroachment  upon  the  true  skin,  which  is  more  or  less  hollowed  out  according  to  the 
case ; generally  it  involves  only  part  of  the  derma  but  sometimes  it  is  distinctly 
hollowed  out,  two,  three  or  four  millimeters  in  depth  and  seems  to  involve  the  entire 
skin  or  even  more  than  the  skin,  although  this  appearance  in  reality  only  depends 
upon  the  thickness  of  the  pathological  neoplasm.  Its  base  is  red,  but  sometimes 
it  is  yellow  or  even  bright  yellow  as  in  Model  No.  857,  but  this  is  very  rare  ; it  is 
sometimes  also  polychromatic. 

From  the  point  of  view  of  shape  of  the  ulcer  there  are  two  varieties  viz.  : (1)  the 
cupuliform , in  which  the  base  of  the  chancre  is  constituted  by  a more  or  less  hollow 
loss  of  substance  of  the  skin  which  slopes  down  gently  from  the  periphery  to  the  centre 
thus  recalling  the  aspect  of  a cup.  In  this  type  there  is  no  notable  elevation  of  the 
margin,  no  pad-like  periphery  like  a crown  projecting  above  the  ulcer. 

(2)  The  lamplike , in  which  in  addition  to  the  cup-like  shape  there  is  elevation 
of  the  margin  resulting  in  the  formation  of  a raised  pad  or  prominent  crown  round 
the  margin  of  the  ulcer,  so  that  the  lesion  in  its  entirety  resembles  the  well  known  old 
lamps  used  at  public  festivals. 

Characters  common  to  the  two  forms.— Both  erosive  and  ulcerative  chancres  of  the 
face  are  distinguished  by  certain  common  characters  viz.: — - 

(1)  They  are  circumscribed  and  sharply  delimitated. 

(2)  They  have  a distinct  tendency  to  assume  a circulate,  orbicular  or  oval  form. 

(-3)  More  especially,  they  have  an  indurated  base.  Induration  is  not  only  a 

common  and  constant  attribute  of  chancres  on  the  face ; it  is  generally  a very  marked 
characteristic  of  them.  Situate  on  any  portion  of  the  face  (chin,  cheeks,  nose,  forehead, 
etc.)  a syphilitic  chancre  almost  invariably  presents  a base  which  is  resistant,  distinct, 
can  easily  be  pressed  between  the  fingers,  is  visible  owing  to  its  exuberance  and  carries 
accusation  with  it. 

Cases  are  rare, — nay,  very  rare, — in  which  the  induration  is  reduced  to  its 
superficial  or  rudimentary  form  which  is  called  “foliaceous  ” or  “papery.” 

On  the  contrary  it  is  generally  of  the  “ parchment-like  ” type,  forming  under 
the  chancrous  erosion  or  ulceration  a more  or  less  thick  disk  which  saves  to  the 
finger  the  sensation  known  as  that  of  a “carte  cle  visite.” 

Often  it  assumes  a still  more  marked  type  on  account  of  the  existence  beneath 
the  chancre  of  an  exuberant,  neoplastic,  nodular,  globular  base,  in  some  cases  of 
considerable  size,  so  as  to  constitute  a sort  of  sub-chancrous  tumour  of  cancroid, 
cartilaginous,  almost  wooden  consistence. 

So,  on  the  whole,  we  may  say  that  of  all  regions  of  the  body  the  face  is  certainly 
one  of  those  where  specific  induration  of  chancres  is  most  pronounced  and  is  of  the 
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greatest  significance  clinically.  It  is  not  necessary  to  say  more  on  the  diagnostic 
importance  of  such  a symptom. 

II. 

Photo-lithochrome  No.  2 illustrates  the  usual,  common  type  of  chancre  of  the 
mamma,  and  No.  3 one  of  the  rather  common  varieties  of  this  form  of  chancre 
viz.  the  ulcerative. 

In  the  same  way  as  chancre  of  the  face,  chancre  of  the  mamma,  as  a cutaneous 
chancre,  may  present  itself  in  two  forms,  the  scabbed,  or  with  its  surface  exposed. 
But  these  two  forms  occur  in  very  different  degrees  of  frequency. 

(1)  The  former  is  quite  rare  and  seldom  occurs  more  than  once  or  twice  in  twenty 
cases.  For  how  could  a chancre  in  contact  with  the  mouth  of  a child  and  constantly 
in  a habitual  state  of  moisture  remain  crusted  ? The  latter  type  only  occurs  inde- 
pendently of  suckling. 

It  appears,  like  every  scabbed  chancre,  as  a markedly  circumscribed  lesion, 
rounded  or  oval,  capped  with  a scab  more  or  less  thick,  adherent,  brownish,  yellowish 
brown  or  dark  grey  in  colour.  (See  Model  No.  163  in  my  private  Collection  at  the 
hospital.) 

(2)  But  far  more  frequently,  that  is  to  say  eighteen  or  nineteen  times  out  of 
twenty,  chancre  of  the  breast  is  a lesion  with  its  surface  exposed,  and  in  the  great 
majority  of  cases  it  offers  the  classical  appearances  of  cutaneous  chancre,  the  principal 
characteristics  of  which  it  will  suffice  for  me  to  enumerate. 

Tt  is  firstly,  an  accurately  bounded  lesion,  circumscribed,  and  without  inflammatory 
reaction  round  about  it ; in  form  it  is  round  or  oval ; it  is  of  small  area  and  may 
be  compared  to  a fifty-centime  piece  or  an  almond. 

The  following  five  characteristics  are  of  fundamental  importance  : — 

(1)  It  is  a purely  erosive  lesion,  affecting  the  skin  superficially  without  causing 
ulceration. 

(2)  It  has  neither  a prominent  ridge  nor  a depression  at  the  circumference. 
On  the  contrary,  it  is  on  the  same  level  as  the  surrounding  tissue,  or  sometimes 
it  is  slightly  raised  in  the  form  of  a crown  and  its  margins  gradually  slope  down 
to  the  level  of  the  healthy  skin. 

(3)  The  surface  is  smooth,  flat,  uniform  to  such  a degree  as  to  appear  almost 
varnished  ( vide  No.  108  in  my  private  collection). 

(4)  Its  colour  is  red,  often  a beautiful  “ muscle-flesh  ” colour.  Sometimes, 
however,  while  red  at  the  periphery  its  centre  is  greyish  or  sepia  brown. 

(5)  The  lesion  rests  on  a firm  resistant  indurated  base.  The  induration  is  always 
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easily  perceptible  and  manifest.  The  breast,  as  many  syphilographers  have  observed, 
“ is  one  of  the  regions  of  the  body  in  which  specific  induration  is  most  marked.” 
In  the  great  majority  of  cases  the  induration  is  of  the  lamellar,  “ parcliment-like  ” 
type.  Less  frequently  it  assumes  the  nodular,  deep  type.  Very  exceptionally  it  is 
reduced  to  its  abortive,  or  so-called  “ foliaceous  ” type. 

Add  to  these  points  (1)  that  the  lesion  secretes  but  little  and  that  merely  a turbid, 
puriform,  serous  fluid  oozing  from  it — rather  than  true  pus  in  the  clinical  sense  of  the 
term — and  (2)  that  it  is  remarkably  indolent  even  when  palpated  and  remains  free 
from  secondary  irritation.  Such  is  a chancre  of  the  mamma  in  the  great  majority 
of  cases. 

Varieties. — Of  these  there  are  numerous  and  very  interesting  types,  of  which  some 
are  common,  others  exceptional  and  others  extremely  rare.  I shall  begin  with  the  first, 
which  for  facility  of  exposition  and  recollection  may  be  arranged  under  four  headings 
as  follows : — 

I.  Varieties  in  objective  form. — Sometimes  the  mammary  chancre  instead  of 
assuming  the  erosive  type  already  described  presents  one  or  other  of  the  following 
types : 

(a)  The  papular  chancre,  which  is  simply  the  erosive  chancre  with  some  slight 
elevation  of  surface,  of  from  one  to  three  millimeters.  In  this  form  it  closely  resembles 
a chocolate  lozenge  both  in  size  and  form. 

(b)  The  exulcerative  chancre,  which  only  differs  from  the  erosive  chancre  in  one 
point,  viz.,  that  it  slightly  involves  the  derma,  instead  of  stopping  short  at  it. 

(c)  The  true  ulcerous  chancre,  which  lias  a more  accentuated  individuality  and 
causes  ulceration.  It  is  hollowed  out  to  the  depth  of  one  or  two  millimeters,  seldom 
more.  Its  base  is  then  notably  below  the  level  of  the  healthy  parts,  to  which  it  is 
joined  by  a very  gently  sloping  peripherical  zone. 

This  chancre  also  differs  in  colour  from  the  preceding  types.  Sometimes  it  is  of  a 
red  and  “ flesh-muscle  ” colour,  but  generally  it  is  many-coloured,  “ bacony  ” in  places, 
yellowish,  greyish  or  reddish  in  others. 

II.  Varieties  in  configuration. — The  mammary  chancre,  as  I have  said,  is  usually 
round  or  oval,  but  sometimes  it  assumes  other  forms,  of  which  the  following  are 
the  chief. 

(a)  The  variety  termed  “ liorse-shoe  shaped  ” or,  more  simply,  the  semilunar 
chancre;  it  is  common  at  the  base  of  the  nipple  and  on  the  areola.  It  gives  rise 
to  certain  chancres  which  surround  the  nipple  without  doing  so  completely  and 
assumes  certain  shapes  which  are  described  as  chancres  in  the  form  of  a C,  a crescent, 
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horse-shoe,  half-moon,  etc.  Model  No.  156  in  my  private  collection  represents  two 
beautiful  specimens  of  these  semilunar  chancres. 

( b ) The  variety  called  “fissured."  This,  which  is  common  and  important  from 
the  diagnostic  point  of  view,  is  one  of  the  chancres  which  have  the  base  of  the  nipple 
as  their  seat  of  election.  A.  chancre  there  often  assumes  a special  tapered  form; 
developing  chiefly  in  its  long  diameter  it  surrounds  the  nipple  for  a distance  varying 
from  one  to  three  centimeters  but  without  increasing  proportionally  in  width.  So 
that  at  the  base  of  the  nipple  a long  band  is  formed  either  erosive,  partially  ulcerative 
or  distinctly  so,  like  a semilunar  trench  (“  rigole  ”),  extending  round  a third,  a half 
or  even  two-thirds  of  its  circumference. 

Of  this  form  there  are  two  possible  modifications,  viz. : — - 

(a)  The  benign  form  in  which  the  lesion  remains  absolutely  superficial,  as  a long 
narrow  tapering  erosion  which  is  on  a level  with  the  skin  and  does  not  really  involve 
the  derma.  This  is  the  form  of  chancre  which  most  especially  simulates  simple 
fissures,  the  “ crevasses  ” of  the  breast  which  are  so  common  in  women  nursing 
children. 

( b ) The  ulcerative  form,  where  the  chancre  deeply  penetrates  the  base  of  the 
nipple  forming  a sort  of  ulcerous  ravine.  At  first  sight  only  a linear  lesion  is 
perceived ; but  if  the  nipple  is  lightly  compressed  laterally  this  groove  opens  up  and 
discloses  a deep  ulcer  with  two  segments  separate  like  the  halves  of  a V-  This 
is  one  of  the  numerous  varieties  of  chancre  described  formerly  as  “ chancres  like 
the  leaves  of  a book,”  but  which  nowadays  are  more  appropriately  termed  “ V-like,” 
or  “ compass-like  ” chancres. 

III.  Varieties  in  extent  and  importance. — A mammary  chancre  is  usually  about 
the  size  of  a fifty-centime  piece  or  an  almond.  But  there  are  a certain  number  of  cases 
in  which  the  chancre  is  smaller  and  others,  more  rare,  in  which  it  is  larger. 

There  are  small  mammary  chancres  not  larger  than  a twenty-centime  piece 
or  the  nail  of  the  little  finger.  I have  seen  some  which  were  not  more  than  four  or 
five  millimeters  in  diameter.  In  exceptional  cases  they  may  be  still  smaller. 

On  the  other  hand  there  are  large  mammary  chancres.  There  are  two  illustrative 
cases  in  our  Museum  ; one,  which  radiates  round  the  nipple  as  a centre,  is  as  large 
as  a franc  and  another,  is  certainly  as  large  as  a five-franc  piece. 

IY.  Varieties  in  number. — In  the  majority  of  cases  chancres  of  the  mamma  are 
single  ; much  less  frequently  they  are  multiple.  My  personal  statistics  on  the  point 
are  as  follows  : — 

Single  chancre  of  the  breast  . . . .61  cases  in  100. 

Multiple  . . . . . . • . 39  „ „ 100. 
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But  when  chancres  are  multiple  to  what  degree  are  they  so  ? Almost  always — 
if  the  phraseology  may  be  permitted — they  are  “ discretely  ” multiple.  (1)  In  the 
great  majority  of  cases  there  are  two  or  three  chancres,  either  on  one  breast  or  on 
both  ; (2)  more  rarely  there  are  four ; (3)  still  more  seldom  there  may  be  five  and  (4) 
very  exceptionally,  six  or  more. 

These  multiple  chancres  are  observed  almost  solely  in  women  infected  while 
suckling,  and  doubtless  their  multiplicity  depends  upon  repeated  and  prolonged 
contact. 

On  the  other  hand,  chancre  of  the  mamma  is  almost  always  single  when  infection 
is  conveyed  by  a kiss.  I have  nevertheless  recorded  one  case  where  four  chancres 
were  contracted  in  this  way. 

To  terminate  the  subject  I shall  say  some  words  about  two  other  varieties 
incomparably  rarer ; — 

I.  The  confluent  variety,  or  multiple  herpetiform  mammary  chancres. — In  this 
form  there  is  a veritable  “ pleiades  ” of  primary  sores,  the  chancre  becoming  really 
confluent.  Keyes  has  reported  the  case  of  a woman  who  had  twelve  chancres  on  the 
breasts — four  on  the  left  and  eight  on  the  right  side. 

I showed  at  the  Societe  Medicate  des  Hopitaux  a woman  who  had  twenty-three 
chancres  distributed  as  follows ; seven  on  the  areola  of  the  left  breast  and  sixteen 
on  the  right  breast  (see  Model  No.  275  in  my  private  collection  at  Saint  Louis 
Hospital). 

My  eminent  colleague  and  friend  Dr.  de  Beurmann  has  observed  at  the  Lourcine 
a nurse  with  twenty -five  chancres  on  the  breasts. 

These  cases  are  interesting  on  two  grounds  : — 

First,  the  most  extraordinary  exception  which  they  constitute  to  the  law  of  the 
unicity  of  the  syphilitic  chancre. 

Secondly,  the  abnormal  form  and  unusual  appearance  of  these  extraordinarily 
numerous  chancres.  And  indeed  they  are  not  like  ordinary  mammary  chancres. 
They  differ  from  the  common  type  in  a number  of  different  points — more  especially 
in  the  three  following  : — 

(1)  Their  diminutive  size : — for  they  are  always  small,  or  even  “ dwarf.'" 

(2)  Their  superficiality ; for  they  are  almost  always  simple  erosive  chancres  not 
involving  the  derma,  and  tending  soon  to  become  little  scabby  areas,  exactly  resembling 
dried  up  herpetic  lesions. 

(3)  Their  benignity ; their  size,  the  condition  of  their  surface  and  their  general 
physiognomy  render  them  of  a type  inferior  to  the  chancre,  if  one  may  say  so.  They 
might  be  taken  for  mucous  patches  or  crops  of  herpes  rather  than  for  chancres,  and 
it  is  only  against  the  grain — so  to  speak — that  one  is  forced  to  consider  them  as  the 
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initial  lesions  of  syphilis.  Indeed  the  truth  is  only  arrived  at  by  reasoning,  aetiology, 
accompanying  glandular  manifestations,  etc.  etc.  One  word,  in  short,  resumes  the 
idea  they  convey,  they  are  chancres  in  miniature. 

II.  The  Phagedcenic  Variety. — It  is  not  rare  to  see  a mammary  chancre  enlarge 
and  become  more  or  less  hollowed  out  and  thus  be  converted  into  a large  and  ulcerous 
chancre.  But  it  is  very  rare  to  see  them  pass  beyond  certain  limits  and  merit  the 
denomination  of  phagedsenic.  This  may  occur,  however,  and  in  two  forms,  viz. : 
superficial  phagedsena,  and  deep  phagedsena. 

(1)  Superficial  phagedcenic  form. — Here  the  chancre  spreads  excentrically  so  as 
to  attain  considerable  proportions  but  remains  superficial,  without  seriously  involving 
the  deeper  parts. 

A beautiful  example  is  afforded  by  a model  placed  in  the  museum  by  the  late 
Mons.  Quinquaud  which  represents  an  enormous  but  very  superficial  mammary  chancre 
radiating  around  the  nipple,  almost  accurately  circular,  and  measuring  five  to  six 
centimeters  in  diameter. 

(2)  Deep  phagedcenic  form,  in  which  the  morbid  process  extends  in  depth  excavating 
the  tissues  and  causing  the  production  of  a hollow,  “ boring  ” chancre.  Model  No.  156 
in  my  private  collection  illustrates  a beautiful  example  of  this  in  one  of  our  patients 
who  contracted  a chancre  on  each  breast  from  suckling  a syphilitic  child.  The  two 
chancres  rapidly  extended  and  assumed  a grave  character.  In  a fortnight  they  attained 
the  size  and  appearance  reproduced  in  the  model. 

Both  were  semicircular,  horse-shoe  shaped,  and  surrounded  three  quarters  of  the 
nipple.  The  smaller  one,  oil  the  right  side  measured  ten  centimeters  transversely 
and  two  centimeters  vertically.  That  on  the  left  side  formed  an  almost  circular  band 
round  the  nipple  involving  all  the  areola,  and  its  circumference  measured  nine  or  ten 
centimeters.  When  they  had  attained  the  dimensions  reproduced  in  the  model  they 
continued  to  spread  in  depth,  so  that  at  one  time  that  on  the  right  side  would  have 
easily  contained  a bean,  while  that  on  the  left  measured  from  one  to  two  centimeters 
in  depth. 

Were  it  only  for  their  excavation  these  lesions  fully  merited  the  name  of 
phagedcenic  chancres  ; but  equally  justificative  of  the  term  were  their  sharply  cut 
margins  raised  in  circular  ridges  ; their  irregular,  packed  up,  pallid  bases,  covered 
with  putrescent,  pultaceous  debris  and  islets  of  black  gangrenous  matter ; their 
surrounding  extensive  pseudo-erysipelatous  areola  ; the  putty-like  engorgement  which 
formed  a framework  and  a base  to  them ; and,  lastly,  their  evil  aspect  and  veritably 
threatening  physiognomy. 


ALFRED  FOURNIER. 
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Model  by  Baretta,  No.  1739,  in  tlie  Saint  Louis  Hospital  Museum,  made  in  the  year  1893  from  a patient 

under  the  care  of  M.  du  Oastel. 


The  patient,  whose  lesions  are  represented  in  this  plate,  was  similarly  attacked  on  two 
occasions  within  two  months.  He  was  a young  man  of  twenty-seven,  of  robust 
constitution,  without  any  noteworthy  hereditary  antecedents,  and  who  had  never  had 
syphilis. 

The  lesions  on  the  back  of  the  hand  present,  in  the  most  perfect  manner,  the 
characteristics  of  Bazin’s  Hydroa  vesiculosum — the  Erythema  multiforme  of 
M.  Besnier — Erythema  iris  or  “ en  cocarde” — -the  Herpes  iris  of  Bateman.  A well- 
marked  erythematous  zone  at  the  periphery  forms  a complete  annular  boundary  to 
the  lesion.  Within  this  erythematous  ring  there  is  a concentric  greyish  circle  caused 
by  the  elevation  of  the  epidermis  by  a small  quantity  of  serum.  These  two  circles 
represent  the  two  processes  characteristic  of  the  affection,  viz.  oedema  and  erythema. 
The  oedema  is  represented  by  the  inner  greyish  circle  where  the  slight  elevation  of  the 
epidermis  by  a small  quantity  of  serum  constitutes  an  imperfectly  developed  bulla  ; 
the  outer  red  circle  is  caused  by  congestion,  by  an  intensely  inflammatory  erythema. 
This  erythematous  zone  constitutes  the  principal  pathological  lesion  for,  when  an 
opportunity  is  afforded  of  following  the  successive  development  of  the  lesions,  an 
erythematous  patch  is  seen  to  precede  all  other  changes  in  the  skin.  The  oedematous 
elevation  of  the  epidermis  which  gives  rise  to  the  greyish  circle,  occurs  in  the  centre 
of  this  erythematous  patch ; or,  in  some  places  the  eruption  may  be  arrested  after  the 
appearance  of  the  erythematous  patch  and  the  central  oedematous  zone  may  be  absent. 
The  eruption  then  remains  erythematous,  and  does  not  become  erythemato-vesicular 
or  bullous. 

The  scabs  in  the  centre  of  the  patches  are  the  result  of  the  commencing  drying 
up  of  the  1 debs. 
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The  most  interesting  changes  are  certainly  those  on  the  lips,  which  are  covered 
by  blackish  crusts,  rounded  and  heaped  up,  between  which  diseased,  greyish,  oozing 
mucous  membrane  may  be  seen,  the  appearance  resembling,  to  a remarkable  degree, 
that  of  lips  covered  with  abundant  syphilitic  mucous  patches.  The  analogy  is  so  great 
that  the  difficulty  would  be  often  extreme  if  lesions  on  the  skin  and  mucous  membrane 
in  other  situations  were  not  present  to  clear  up  the  diagnosis.  Our  patient  in  his  first 
attack  had  been  treated  as  a case  of  syphilis.  When  I showed  him  at  the  Societe 
de  Dermatologic  et  de  Syphiligraphie,  M.  Baudouin  and  Prof.  Fournier  both  cited  cases 
of  patients  suffering  from  Tlydroa  of  mucous  membrane  in  which  the  same  error  had 
been  made,  and  in  whom  the  lesions  in  the  mouth  had  been  regarded  as  syphilitic 
until  the  appearance  of  erytliemato-bullous  lesions  on  the  skin  revealed  the  true  nature 
of  the  disease  on  the  lips. 

In  our  patient  the  lesions  are  typical  in  their  very  localisation, — the  backs  of  the 
hands — the  seat  of  predilection  for  the  manifestations  of  multiform  Erythema  ; typical 
too  in  its  aspect,  for  the  concentric  arrangement  of  the  different  factors  is  well  seen ; 
in  the  centre  the  scab,  outside'  it  an  oedematous  ring,  remains  of  a bulla ; and  again 
outside  it  the  erythematous  zone  which  gives  to  the  whole  its  “ cockade-like  ” or 
“ iris”  appearance. 

Even  the  mucous  membrane  of  the  mouth  is  not  spared  and  this  invasion  of 
mucous  membrane  is  a common,  almost  an  usual,  feature.  There  was  a small  erosion 
on  the  tip  of  the  tongue  covered  with  a diphtheroid  false  membrane.  There  were 
superficial  rounded  erosions  of  bright  red  colour  and  obviously  caused  by  loss  of 
epithelium  on  the  hard  and  soft  palate ; while  at  other  parts  more  extensive  areas 
of  disease  were  present  with  polycyclical  borders  evidently  produced  by  the  coalescence 
of  several  bullae,  or  of  rounded  patches,  desquamating  and  analogous  to  the  others. 
All  these  lesions  corresponded  with  bullae,  some  not  ruptured  and  others  desquamating, 
hence  the  diphtheroid  appearance  of  the  former  and  the  erythematous  look  of  the  latter. 

Despite  the  great  resemblance  offered  by  the  lesions  of  the  lips  to  syphilis  and  the 
confusion  constantly  made  between  them  it  is,  nevertheless,  possible  to  point  out  certain 
differences.  The  scabs  are  absolutely  similar  but  the  appearance  of  the  mucosa  and  of 
the  cutaneous  portion  of  the  lips  between  the  scabs  is  slightly  different,  when  very 
closely  examined.  There,  the  lesions  are  dryer  and  secrete  less  in  erythema  bullosum, 
giving  the  notion  of  an  elevation  of  epidermis  rather  than  of  an  oozing  and  vegetating 
surface.  In  secondary  syphilis,  on  the  contrary,  one  has  to  deal  with  a more  secreting 
surface,  resting  on  an  infiltrated,  raised  base  ; there  is  a feeling  of  an  inflammatory 
infiltration  of  the  derma,  of  a papule  with  a slight  diphtheroid  coating,  rather  than 
of  a simple  epidermic  elevation. 

The  lesions  on  the  lips  and  in  the  mouth,  with  their  diphtheroid  coating  or  their 
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smooth,  desquamating  surface  might  convey  the  impression  of  a herpes.  But  in  herpes 
it  is  rare  not  to  observe,  at  least  at  some  points,  the  very  fine  polycyclical  arrangement 
of  the  borders,  the  ulcerations  and  the  scabs  and  the  presence  of  a few  isolated  vesicles, 
which  declare  the  exact  nature  of  the  disease.  In  our  case  the  lesions  represented 
circles  more  extensive  than  the  vesicles  of  herpes ; where  the  extensive  eroded  areas 
presented  polycyclical  margins  the  indentations  were  deep  and  the  festoons  large  like 
the  bulla)  to  which  they  were  consecutive,  not  the  shallow  and  small  indentations 
which  result  from  a herpes. 

The  mode  of  evolution  of  these  lesions  is  also  quite  different  for  them  and  for 
those  of  syphilis.  In  Hydroa  the  eruption  appears  in  a few  hours,  and  recovery 
takes  place  in  a few  days,  provided  the  disease  is  not  aggravated  and  kept  up 
by  irritating  applications.  Our  patient  says  his  first  attack  recovered  in  five  days; 
his  second  recovered  in  ten  days.  Syphilitic  lesions  behave  quite  otherwise ; they 
develop  more  slowly ; left  to  themselves  they  last  for  weeks ; even  appropriate 
treatment  does  not  always  bring  about  their  rapid  cure. 

We  were  unable  to  discover  the  influences  under  which  the  disease  in  our 
patient  was  caused  and  recurred.  No  alimentary  or  medicinal  intoxication  could 
be  discovered;  no  disturbance  of  the  nervous  system,  no  change  or  functional 
derangement  of  any  organ  was  detected ; we  were  unable  to  establish  any  pathogenic 
hypothesis  on  any  plausible  basis. 


It.  DU  CASTEL. 
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PIGMENTARY  SYPHILIDE. 


Model  by  Baretta,  No.  1149,  in  the  Museum  of  the  Saint  Louis  Hospital,  made  in  the  year  1886  from 

a patient  under  the  care  of  Prof.  Fournier. 


Among  the  various  cutaneous  manifestations  of  syphilis  in  its  secondary  stage  there  is 
one  so  distinct  from  all  others  as  regards  its  objective  characters  and  its  evolution  as 
to  demand  special  description;  it  is  the  pigmentary  or  f redded  syphilide. 

Monneret  in  his  Compendium  of  Medicine  and  afterwards  Hardy  in  his  Clinical 
Lectures  had  drawn  attention  to  this  lesion  which  they  called  the  granular  syphilide , 
when  Pillon  in  his  Thesis  on  the  syphilitic  exanthemata  (in  1857)  described  it  under 
the  name  which  it  has  since  borne. 

This  form  of  syphilide,  of  which  the  accompanying  photo-lithochrome  shows 
us  a good  example  localised  upon  the  neck,  as  it  most  frequently  is,  consists  of  an 
increased  and  circumscribed  pigmentation  of  the  skin,  the  pathognomonic  characters 
of  which  have  been  accurately  determined  by  the  authors  who  have  already  studied  it. 

(1)  It,  consists  of  an  agglomeration  of  spots  or  marblings,  the  tint  of  which  varies 
from  yellow  ochre  to  more  or  less  dark  bistre,  sometimes  however  slightly  greyish. 
The  spots  are  closely  aggregated  and  have  no  regular  outline  of  determinate  type. 
They  touch  or  merge  into  one  another  here  and  there,  thus  circumscribing  islets  of 
normal  skin.  As  the  result  of  this  arrangement  on  the  neck  for  instance — where 
it  is  commonest — a sort  of  “ network  or  lacework  with  large  meshes  ” results,  to  use 
Prof.  Fournier’s  expression ; he  also  compares  the  appearance  to  that  of  a dirty  neck. 

(2)  The  macules  of  the  pigmentary  syphilide  do  not  project  above  the  surface  of 
the  skin,  do  not  desquamate,  and  do  not  itch.  Thus  they  often  remain  unknown  to 
the  physician  and  unconsidered  by  the  patient  who  naturally  cares  little  for  a condition 
which  gives  him  no  inconvenience.  Often  it  escapes  observation  if  not  looked  for, 
as  it  by  no  means  always  presents  the  intensity  of  colour  of  the  case  which  served  as 
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model  for  our  photo-lithochrome.  The  model  was  made  in  1886  in  Prof.  Fournier’s 
clinic  from  a patient  about  whom  there  was  only  one  point  which  seems  to  be  of 
special  interest.  The  woman,  aged  fifty-six  years,  had  the  trunk  studded  with  whitish 
patches  which  almost  gave  the  impression  of  cicatrices,  and  consisted  of  interstitial 
atrophy  of  the  skin  consecutive  to  simple  papular  syphilides.  These  lesions  which 
are  reproduced  in  model  No.  1145  of  the  collection  appear  to  us  to  express  a tendency 
on  the  part  of  the  subject  to  exaggerate  all  morbid  actions,  at  least  on  the  part 
of  her  skin ; and  this  would  explain  to  our  mind  the  intensity  of  pigmentation  of  the 
macules  on  the  patient’s  neck. 

Generally  speaking,  spots  of  pigmentary  sypliilide  have  neither  fixed  dimensions 
nor  determinate  contour ; in  size  they  vary  from  a lentil  to  a franc  piece  or  beyond  it ; 
their  ill-defined  margins  merge  insensibly  into  the  surrounding  skin  and  neverthe- 
less they  offer  a very  well  marked  contrast  with  it  and  especially  with  those  portions 
of  the  skin  that  they  circumscribe  in  their  meshes ; so  that  the  pale  portions  of  the 
skin  appear  whiter  than  normal  as  if  they  were  completely  deprived  of  pigment. 
This  appearance  has  led  certain  authors  to  think  that  there  is  a loss  of  pigment  over 
the  pale  patches  and  increase  of  pigment  over  the  others.  As  to  the  dark  patches,  it 
is  indubitable  that  they  are  the  result  of  exaggerated  pigmentation  of  the  cells  of  the 
malpighian  layer,  and  this  hyper-pigmentation  affects  all  its  elements.  But  Tanturri, 
whose  researches  show  that  the  parts  apparently  devoid  of  pigment  contain  it  in 
normal  quantity,  has  done  away  with  the  theory  of  loss  of  pigmentation.  It  seems 
that  the  illusion  is  only  due  to  the  contrast  of  shades,  an  illusion  easily  dissipated 
by  the  following  simple  experiment  recommended  by  Prof.  Fournier.  If  a sheet  of 
paper  with  a hole  in  it  some  millimeters  in  diameter  is  applied  to  the  affected  part  so 
that  the  hole  corresponds  to  one  of  the  pale  patches,  the  latter  will  appear  absolutely 
identical  in  colour  with  the  normal  skin ; then  if  the  sheet  of  paper  is  removed  the 
patch  will  resume  its  blanched  appearance  by  contrast. 

(3)  The  pigmentary  sypliilide  presents  characters  of  importance  as  regards  its 
localisation,  configuration  and  extent.  In  the  great  majority  of  cases  it  is  confined 
to  the  neck,  sometimes  confined  to  more  or  less  restricted  parts  on  its  sides,  but  some- 
times surrounding  it  completely  like  a collar  several  centimeters  in  depth,  and 
spreading  down  to  the  supraclavicular  regions.  Almost  always  its  distribution  is  very 
symmetrical  and  this  character  holds  good  when  localised  elsewhere ; for  sometimes 
this  sypliilide  may  occupy  other  regions,  such  as  the  abdomen,  thorax  or  limbs.  It 
may  even  be  almost  universal,  a beautiful  example  of  which  was  shown  to  the 
Societe  de  Dermatologie  by  Mons.  Hudelo  on  February  lltli,  1892. 

(4)  This  manifestation,  from  the  chronological  point  of  view,  belongs  to  the 
secondary  period,  as  we  already  mentioned  in  the  earlier  part  of  this  article.  Generally 
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it  appears  in  the  middle  of  that  period,  that  is  to  say  towards  the  end  of  the  first  year 
or  in  the  course  of  the  second  year.  This  is,  however,  by  no  means  a hard  and  fast 
rale  for  it  has  been  observed,  even  in  its  most  extensive  forms,  in  the  second  month  of 
syphilis  (Hudelo’s  case).  Dr.  Maieff,  who  has  worked  at  the  question  in  the  clinic 
of  Prof.  Tarnovsky  at  St.  Petersburg,  draws  similar  conclusions  from  his  numerous 
observations  (Dermat.  Congress.  Paris  1889).  According  to  Dr.  Fiveisky’s  statistics 
the  pigmentary  syphilide  has  been  observed  in  forty  per  cent,  of  cases  in  the  third 
month  of  the  disease;  in  twenty  per  cent,  in  the  fourth  and  fifth  month;  and  in 
twenty  per  cent,  in  the  second  half  of  the  first  year.  It  must  not  be  forgotten, 
as  Mens.  A.  Renault  points  out  (Soc.  de  Dermat.  1891),  that  these  pigmentary  changes 
develop  unknown  to  the  patients  and  that  they  often  exist  for  a long  time  before  they 
are  discovered.  Despite  this  frequent  early  occurrence,  the  pigmentary  syphilide  lasts 
a particularly  long  time,  “infinitely  longer  than  all  other  syphilides  and  than  the 
majority  of  the  diathetic  manifestations.  It  always  lasts  for  at  least  a year  or  two, 
and  often  longer  " (A.  Fournier). 

According  to  some  writers  it  may  even  last  an  indefinite  period, — an  assertion 
difficult  to  control.  It  is,  however,  certain  that  it  is  sometimes  observed  along  with 
tertiary  accidents  in  women  who  no  longer  show  any  trace  of  chancre  and  in  whom  the 
chronology  of  the  different  stages  of  the  affection  from  its  start  cannot  lie  established 
even  by  the  most  careful  investigation. 

The  pigmentary  syphilide  is  the  least  common  of  the  manifestations  of  the 
secondary  period.  It  is  very  unequally  divided  among  the  two  sexes  and  is  seen 
chiefly  in  females.  Rare  in  males,  or  even  exceptionally  so  in  the  eyes  of  some  authors, 
it  seems  to  affect  preferably  those  of  fair  complexion  and  delicate  skin.  The  cause  of 
the  inequality  of  occurrence  of  this  curious  condition  in  the  two  sexes,  and  its  pathogeny, 
are  entirely  unknown  to  us.  According  to  some  authors  it  is  a trophic  disturbance  of 
pigmentation,  of  nervous  origin.  The  nervous  system  in  the  earlier  stages  of  syphilis, 
especially  in  women,  is  often  severely  affected,  and  on  the  other  hand,  Moris.  Vidal 
found  the  sensibility  over  the  pigmented  patches  notably  diminished,  when  tested  by 
Weber’s  sestliesiometer.  A good  number  of  other  authors  attribute  these  pigmentary 
troubles  to  the  general  failure  of  nutrition  and  chloro-aniemia  which  accompany  the 
secondary  stage  of  syphilis.  These  are  mere  hypotheses  not  yet  demonstrated. 

The  diagnosis  of  the  pigmentary  syphilide  never  presents  any  difficulty.  Its 
different  objective  characters  and  the  mesh  work  arrangement  of  the  spots  enclosing  arese 
of  healthy  skin,  suffice  to  differentiate  it  from  cachectic  or  tubercular  pigmentations, 
from  Addison’s  disease,  or  from  common  freckles.  The  same  points,  in  addition  to 
the  history,  will  serve  to  establish  the  diagnosis  from  macules  consecutive  to  specific 
eruptions. 
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According  to  Prof.  Fournier  only  pityriasis  versicolor  could  give  rise  to 
confusion.  But  it  will  be  distinguished  (1),  by  its  localisation,  generally  quite  different 
(2),  by  itching,  which  almost  always  is  absent  in  the  syphilide  ; (3),  by  the  characters 
of  its  patches  which  are  of  a deeper  yellow  colour,  “ cafe  au  lait,”  and  of  their  surface 
which  is  covered  with  branny  desquamation  ; (4),  by  the  presence  among  the  scales  of 
pityriasis  of  a special  fungus,  the  microsporon  furfur,  which  is  very  familiar  and  easily 
detected. 

The  pigmentary  syphilide  affords  no  indication  of  the  actual  intensity  of  the 
disease,  nor  of  its  subsequent  prognosis.  Locally  it  is  of  no  serious  import ; it  is  an 
annoyance  for  the  patients  but  that  is  all,  and  this  is  lucky  as  it  resists  all  therapeutic 
measures.  Even  mercurial  treatment,  in  contrast  to  its  effect  upon  other  specific 
manifestations,  does  not  seem  to  modify  it,  or  if  it  does,  it  is  with  despairing  slowness. 
The  same  may  be  said  of  iodide  of  potassium  and  of  the  numerous  topical  remedies 
tried  for  it. 


GEORGES  BAUDOUIN. 


[The  diagnostic  importance  of  the  “dappled”  pigmentary  syphilide  is  not  generally 
recognised  in  Great  Britain,  nor  its  existence  very  extensively  known.  An  excellent  and 
exhaustive  article  on  the  subject  by  Dr.  Taylor  of  New  York,  with  a good  chromo-lithograph 
and  copious  bibliography,  appeared  in  the  American  Journal  of  Cutaneous  and  Venereal 
Diseases,  Yol.  III.,  p.  97.  My  personal  observation  convinces  me  that  there  also  exists  a true 
syphilitic  leucoderma  independent  of  any  pre-existing  erythema,  or  other  eruption. 

J.  J.  Pringle.] 


PLATE  XL  III. 


MOLLUSCUM  CONTAGIOSUM. 


(Acne  Varioliformis  of  Bazin,  Ecdermoptosis  of  LIegeier,  Eleyere  Folliceleese 
of  Bayer,  Acne  Teberceloide  of  Devergie,  Mollescem  Epitheliale  of  Virchow, 
Mollescem  Sebaceem  of  ITebra,  Mollescem  Verrecosem  of  Iyaposi,  Epithelioma 

CONTAGIOSEM  OF  NEISSER,  etc.) 


Model  by  Baretta,  No.  1271,  in  the  Saint  Louis  Hospital  Museum,  made  in  the  year  1887  from  a patient 

under  the  care  of  Prof.  Fournier. 


Under  the  name  of  Molluscum  Contcigiosum  given  to  it  by  Bateman,  a cutaneous 
affection  is  now  generally  known,  the  interpretations  of  which  have  been  curiously 
varied,  as  the  above  long  list  of  different  names  attached  to  it  fully  testifies. 

In  the  simplest  cases,  which  are  those  most  frequently  seen,  the  disease  manifests 
itself  in  the  form  of  small,  partially  translucent  tumours,  rounded  or  slightly  flattened, 
lobulated  at  their  deepest  part  and  comparable  in  shape  to  a purse,  the  strings  of 
which  are  tightened  up  (Benaut). 

The  degree  to  which  they  project  from  the  skin  is  naturally  proportional  to  their 
size,  and  this  varies  from  a small  bead  to  a pea.  At  their  summit  is  an  umbilicated 
depression  which  corresponds  to  an  orifice  communicating  with  the  centre  of  the 
tumour.  Very  often  this  orifice  is  blocked  by  a small  yellowish- white  plug,  the  size 
of  a pin’s  head  or  larger,  the  pale  tint  of  which  contrasts  markedly  with  the  more 
pink  or  even  vivid  red  tint  of  the  surrounding  skin,  especially  when  the  lesions  are 
somewhat  inflamed.  From  this  there  results  an  appearance  comparable  in  its  entirety 
to  that  of  acne  pustules.  The  little  yellow  plug  is  part  of  a semi-solid  mass  or 
Molluscum  body , which  is  easily  expressed  by  the  nails  through  the  orifice.  V hen  the 
central  plug  is  thus  expelled  a small  shallow  cavity  is  lef,  the  surface  of  which  bleeds 
pretty  freely. 
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This  eruption,  which  appears  in  both  sexes,  and  perhaps  most  frequently  in  infancy 
and  childhood,  is  generally  localised  upon  the  face,  neck  or  external  genitals.  Most 
frequently  it  is  discrete  and  composed  of  isolated  elements,  the  intermediate  skin 
showing  no  inflammatory  reaction.  Sometimes,  however,  the  tumours  multiply  so  as 
to  invade  almost  the  whole  cutaneous  surface  or  they  group  themselves,  become 
confluent,  project,  elongate  or  become  modified  in  form  by  reciprocal  pressure.  In 
certain  cases,  they  may  attain  the  size  of  a walnut  or  even  of  an  orange.  In  the 
Museum  of  Saint  Louis  Hospital  there  is  a remarkable  collection,  in  which  the  most 
various  types  of  the  disease  may  be  studied,  from  those  in  which  it  consists  of  small, 
scattered,  almost  miliary,  bodies  disseminated  over  one  region — [e.g.  the  penis  or 
eyelids),  to  those  in  which  the  most  extraordinary  proportions  are  attained.  Thus,  one 
of  the  models  shows  a face  riddled  with  numerous  molluscoid  tumours,  in  some  parts 
grouped,  in  others  confluent  so  as  to  form  huge  masses  as  large,  or  even  larger  than,  a 
big  orange.  The  skin  over  them  has,  in  most  instances,  maintained  its  normal 
appearance  and  the  orifice  which  is  present  in  mollusca  of  medium  size  is  not  to  be 
found.  In  another  model,  on  the  contrary,  the  enormous  tumour  formed  by  the 
fusion  of  numerous  mollusca,  is  larger  than  the  fist  and  its  inflamed  surface,  covered 
with  oozing  ulcerations,  contrasts  singularly  with  the  appearance  presented  by  most  of 
the  other  models.  In  the  patient  whose  lesions  are  reproduced  in  our  photo-lithochrome, 
and  who  was  under  the  care  of  Prof.  Fournier  in  1887,  the  molluscum  contagiosum 
was  confined  to  the  peri-vulvar  region  and  consisted  of  some  elements  of  medium  size, 
none  of  which  were  larger  than  peas.  There  were  also  some  secondary  syphilides 
present  on  the  vulva. 

The  evolution  of  these  lesions  is  not  accompanied  by  any  pain ; left  to  themselves 
they  may  remain  stationary  for  an  indefinite  period.  They  are,  however,  capable  of 
spontaneous  cure  either  by  absorption  after  the  discharge  of  their  contents,  or  as  the 
result  of  an  inflammatory  attack  accompanied  by  suppuration.  In  the  latter  case 
the  tumours  disappear  leaving  a small  superficial  scar  generally  of  short  duration. 

The  pathological  anatomy  and  aetiology  of  the  disease  have  given  rise  to  numerous 
researches  which,  despite  the  great  authority  of  the  various  investigators,  still  leave  both 
parts  of  the  problem  undecided. 

According  to  Prof.  Renaut  of  Lyons*  the  anatomico-pathological  process  is 
localised  in  the  sebaceous  glands.  “ The  gland-cells , that  is  to  say  those  which  ought 
to  undergo  fatty  evolution , cease  to  undergo  that  evolution  and  form  a mass  of  imperfect 
horny  matter.  This  mass  has  neither  the  exact  reactions  of  colloid  matter  nor  of  normal 
horn,  but  it  more  nearly  approaches  horn  than  any  other  substance  by  its  consistence, 

* See  French  Edition  of  Kaposi,  “ Pathol,  et  Trait,  des  Maladies  de  la  Peau,”  Paris  1891,  pages  316  et  seq., 
note  by  the  Translators. 
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its  translucency,  its  manner  of  behaviour  in  presence  of  picric  acid,  etc.  With  certain 
reagents  some  cell-nests  of  lobular  epithelioma  behave  in  similar  fashion  to  cells  of 
k acne  varioliformis , (i.e.  molluscum  contagiosum),  from  which  however  they  differ 
in  being  composed  of  several,  instead  of  single,  cells.” 

According  to  the  same  authority  the  bodies  which  Angelucci  considered  to  be 
schizomycetes  in  molluscum  are  only  the  granules  of  eleidine  discovered  by  himself. 
Thus,  Mons.  Renaud  considers  the  affection  as  an  evolutional  lesion  of  sebaceous 
glands,  the  lobules  of  which  multiply  under  the  influence  of  a proliferative  excitant, 
the  exact  nature  of  which  has  yet  to  be  discovered  ; the  cells  of  the  corpus  mucosum 
thus  produced,  which  ought  to  have  become  glandular,  instead  of  undergoing  fatty 
metamorphosis  and  fulfilling  their  normal  function,  undergo  a special  evolution  which 
more  closely  resembles  that  of  horny,  than  of  any  other,  tissue. 

According  to  Vidal  and  Leloir* * * §  the  normal  sebaceous  production  of  the  glands 
is  replaced  by  two  changes  which  progress  in  parallel  fashion ; the  one  is  probably  due 
to  an  invasion  by  parasites  of  the  order  of  gregarinev,  which  affect  a number  of  the  cells 
of  the  lobules  at  their  deepest  parts ; the  other  begins  more  superficially  and  is  due 
to  the  homy  metamorphosis  of  some  of  the  cells  of  the  lobules. 

According  to  Prof.  Neissert  one  is  forced,  on  studying  the  development  of 
molluscum,  to  admit  its  parasitic  origin.  From  the  anatomical  point  of  view  it  is  at 
once  ah  epithelioma  and  a,  retention  tumour,  because  it  is  made  up  of  an  abnormal 
proliferation  of  epithelium,  by  “ horny  masses  retained  and  surrounded  by  cells  with 
parasites  or  molluscum  corpuscles.”  According  to  this  author  the  parasite  belongs  to 
the  class  of  sporozoa  of  the  family  of  the  cocci dm. 

Mons.  Quinquaud  + also  attributes  the  development  of  molluscum  contagiosum  to 
sporozoa. 

Mons.  Darier,  without  being  as  affirmative  as  the  two  preceding  authors,  is 
inclined  to  accept  the  same  view.  He  says  : “ despite  some  points,  the  interpretation 
of  which  is  still  enveloped  in  obscurity,  the  most  probable  hypothesis,  and  that  which 
lias  the  greatest  number  of  facts  in  its  support  is,  that  the  molluscum  bodies  are  not 
the  result  of  degeneration  of  epithelial  cells  but  that  they  are  parasites  of  the  class  of 
sporozoa  and  probably  coccidia.”  “ As  the  tumours  of  molluscum  contain  no  other 
parasites  and  are  contagious  and  inoculable,  it  is  evident  that  the  sporozoa  must 
be  the  pathogenic  agents  and  the  cause  of  the  transmissibility  of  the  disease." 

In  a more  recent  work  Dr.  Cornel  Beck,  § of  Buda  Pestli,  localises  the  anatomical 


* Vidal  and  Leloir,  “ Traite  descriptif  des  Mai.  de  la  Peau,”  1889. 

t Neisser,  “ Viertejalir.  f.  Dertnat.  u Syph.,”  1888,  p.  553. 

X Quinquaud,  “ Tribune  Medical,”  1889. 

§ Cornel  Beck,  “ Archiv.  f.  Dermatol,  u Syph.,”  1896. 


TEE  MUSEUM  OF  TEE  SAINT  LOUIS  EOSPITAL. 


2 56 

process  in  molluscum  in  the  pigmentary  cells  of  the  rete  malpighii.  According  to  him, 
disorders  of  evolution  of  pigment  play  a most  important  part  in  the  production  of 
molluscum  and  the  author,  whilst  admitting  that  these  troubles  are  brought  about  by 
a parasite,  concludes  that  there  is  a retrogressive  metamorphosis  in  the  interior  of  the 
cells,  terminating  in  the  histological  formations  which  constitute  the  lesions. 

Finally,  in  1896,  T.  C.  Gilchrist*  after  comparing  the  lesions  of  molluscum  with 
specimens  of  lesions  produced  by  protozoa  in  the  human  skin,  arrives  at  the  following 
conclusions  : — 

(1)  The  development  of  protozoa  takes  place  in  successive  stages  which  are  not 
observed  in  that  of  the  molluscum  bodies. 

(2)  In  the  neighbourhood  of  a molluscum  no  inflammatory  reaction  is  produced, 
whereas  protozoa  always  cause  an  acute  inflammation  as  well  as  a chronic  change. 

(3)  The  corpuscles  are  observed  only  in  the  epidermis  and  never  in  the  corium, 
whereas  protozoa  not  only  attack  both  layers  but  are  also  found  in  great  numbers  in 
the  subcutaneous  tissue  and  neighbouring  lymphatic  glands. 

(4)  Inoculation  experiments  with  molluscum,  although  sometimes  crowned  with 
success,  have  very  often  yielded  negative  results. 

(5)  Molluscum  bodies  are  perfectly  homogeneous  and  a large  number  of  very 
competent  observers  have  followed  their  development  after  degenerative  changes  in 
the  cells  of  the  rete  mucosum.  The  changes  due  to  protozoa  are  not  degenerative. 

(6)  Under  the  microscope  there  is  only  slight  or  no  resemblance  at  all  between 
protozoa  and  molluscum  bodies. 

The  conclusion  to  be  drawn  from  these  divergent  opinions  is  that  “ the  question 
still  remains  one  for  study  ” as  the  translators  of  Kaposi’s  work  have  well  said.  The 
only  point  definitely  settled  and  confirmed  by  clinical  experience  is  the  contagiousness 
of  the  malady  ; this  fact  was  observed  by  Bateman  in  the  case  which  formed  the  subject 
of  his  excellent  description.  His  patient,  a wet  nurse,  was  infected  by  an  infant  whose 
two  brothers  also  suffered  from  the  disease,  which  they  contracted  from  another  nurse. 
This  idea,  which  has  since  been  rarely  contested,  seems  now  legitimately  accepted 
and  Mons.  Barthelemy,  struck  with  the  frequency  of  the  disease  among  the  patients 
at  Saint  Lazare,  recently  proposed  to  classify  it  among  the  venereal  diseases. 

The  conditions  which  influence  the  transmission  of  the  disease  from  one  person 
to  another  are  still  quite  unknown ; it  is  nevertheless  rational  to  suppose  that 
inoculation  is  favoured  by  cutaneous  erosions  and  all  solutions  of  continuity  of  the 
integument.  According  to  Neumann  the  frequency  of  molluscum  contagiosum  in 
patients  suffering  from  pediculosis  is  thus  explained. 


* T.  C.  Gilchrist,  “Johns  Hopkius  Hospital  Beports,”  p.  828. 
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As  Bateman’s  molluscum  is  contagious,  it  is  the  duty  of  the  physician  to  isolate 
persons  affected  with  it  as  a prophylactic  measure,  and  to  veto  their  admission 
into  hospitals  and  schools. 

The  curative  treatment  varies  according  to  the  intensity  of  the  lesions.  If  these 
consist  of  very  small,  isolated,  discrete  tumours,  painting  with  tincture  of  iodine,  the 
application  of  mercurial  ointments  or  of  salicylic  plasters  may,  in  subjects  with  delicate 
skins,  suffice  to  provoke  an  exfoliation  of  epidermis  carrying  with  it  the  small  molluscous 
elements  (Tliibierge).  If  they  are  of  very  small  size  and  in  extremely  large  numbers 
successive  exfoliations  with  soft  potash  soap  may  be  had  recourse  to,  taking  the 
precaution  of  only  attacking  limited  areas  at  a time,  as  Mons.  Besnier  advises.  When 
the  tumours  have  attained  medium  size  their  mechanical  destruction  is  indicated. 
The  treatment  is  very  simple  indeed  and  consists  of  enucleating  each  by  simple 
pressure  between  the  thumb-nails  or,  as  is  preferable,  of  excising  them  with  scissors 
if  pediculated  or  of  removing  them  with  Mons.  Besnier’s  sharp  curette.  This  procedure, 
which  ought  to  be  done  at  one  sitting,  is  followed  by  some  bleeding  easily  stopped  by 
a compress  of  cotton  wool  or  by  slight  cauterization.  The  little  wound  which  results, 
if  covered  with  a small  piece  of  sticking  plaster,  soon  heals  up  without  leaving  any 
mark ; this  makes  the  theory  of  the  follicular  seat  of  the  lesion  very  improbable 
and  removes  it  clinically  from  the  acne  group  (Besnier). 

When  the  tumours  are  very  numerous  and  extensively  distributed  they  must 
be  enucleated  in  successive  lots,  and  in  as  many  sittings  as  are  necessary.  The 
extirpation  of  conglomerate  tumours  which  are  voluminous  assumes  the  proportions 
of  a small  surgical  operation  which  must  be  carried  out  on  antiseptic  principles. 
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PLATE  XLIV. 


VASCULAR  NiEVUS  VERRUCOSUS  OF  THE  LEG. 


Model  by  Baretta,  No.  1772,  in  the  Saint  Louis  Hospital  Museum,  made  in  1894  from  a patient  under  the 

care  of  Mons.  Gaucher  at  the  Saint  Antoine  Hospital. 


The  case  of  vascular  neevus  reproduced  in  this  photo-lithochrome  presents  the  two 
following'  special  points  of  interest  : — 

(1)  The  vascular  new  growth  is  accompanied  by  wartiness  i.e.  by  papillary 
hypertrophy  and  keratosis. 

(2)  The  lesions  consist  of  a series  of  angiomata  of  various  sizes  distributed  in 
lines  one  above  the  other  and,  in  their  entirety,  assuming  a band-like  arrangement. 

Vascular  warty  neevus  is  a rare  form  of  neevus  which  may  be  situated  on  any  part 
of  the  body.  In  this  case  the  neoplasm  is  extensive,  in  the  form  of  separate 
angiomatous  patches  over  the  whole  of  the  inner  aspect  of  the  right  leg,  and  is  made 
up  of  several  distinct  neevi. 

Warty  neevi  are  generally  multiple.  They  have  the  aspect  of  small  prominent 
warty  masses,  hard  and  rugose,  covered  with  a thick  horny  layer  and  less  vivid  in  tint 
than  simple  vascular  neevi.  Their  colour  is  neither  frankly  red  nor  blue  ; it  is  dark, 
violaceous,  sometimes  greyish  or  brownish.  The  abnormal  appearance  is  due  to  the 
presence  of  stratified  layers  of  epidermis  on  the  top  of  the  angiomatous  lesions.  The 
red  or  bluish  tint  characteristic  of  angiomata,  is  often  perceptible  only  at  the  margin 
of  the  tumours,  outside  the  keratosic  masses,  or  over  the  smallest  neevi  the  epidermic 
covering  of  which  is  not  so  thick. 

T1  le  vascular  warty  prominences  are  at  variable  distances  from  one  another; 
between  them  fine  telangiectic  vessels  may  be  seen. 

Warty  neevi,  like  all  neevi,  are  congenital  growths,  but  they  often  assume  greater 
proportions  after  birth  and  gradually  increase  in  size. 

They  are  painless  and  do  not  affect  the  general  health,  being  simple  disfigure- 
ments; but  they  may  cause  a certain  amount  of  inconvenience  by  their  size  and 
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prominence.  In  the  present  case  some  of  the  growths  had  been  sufficiently  annoying,* 
owing  to  their  size  and  situation,  to  necessitate  surgical  removal. 

The  pathological  anatomy  of  warty  mevi  is  the  same  as  that  of  ordinary  nsevi 
with  the  addition  of  the  keratosic  lesions.  The  growth  is  composed  of  a mass  of 
dilated  and  tortuous  vessels,  old  or  of  recent  formation,  situated  in  the  papillary  layer 
and  upper  part  of  the  derma.  The  papillae  are  also  hypertrophied  and  covered  with 
an  hypertrophied  and  thickened  horny  layer.  The  lesions  are  similar  to  those  of 
angio-keratoma  which  is  nothing  else  than  an  acquired  vascular  nsevus  verrucosus. 

The  general  cause  of  nsevi  is  a vice  of  development  and  warty  vascular  nsevi 
form  no  exception.  Their  production  has  been  ascribed  to  nervous  action  exercised 
during  the  developmental  period  of  the  skin.  The  nature  of  this  nervous  intra- 
uterine trouble  is  unknown,  but  the  band-like  arrangement  manifest  in  this  case 
seems  to  indicate  the  preponderating  part  played  by  the  nervous  system  in  the 
development  of  the  lesions.  The  angiomatous  growth,  indeed,  occupies  the  whole 
length  of  the  right  lower  limb  along  the  course  of  the  internal  saphenous  nerve. 
We  know  that  the  nervous  system  and  skin  are  both  derived  from  the  outer  layer 
of  the  blastoderm  and  this  common  origin  may  help  to  explain  the  relations  of  the 
nervous  system  with  faults  of  development  of  the  skin. 

However  that  may  be,  I think  it  will  be  useful  to  follow  up  these  general 
considerations  witli  a detailed  clinical  account  of  the  patient  and  with  the  results 
of  the  histological  examination  of  one  of  the  vascular  growths. 

G . a male,  aged  forty  years,  was  on  two  separate  occasions  in  my  wards  in  the 
Saint  Antoine  Hospital  from  February  6th,  1894,  to  April  13th,  1895,  when  he  died. 

He  first  was  admitted  for  nephritis  with  albuminuria.  He  subsequently  became 
tuberculous,  and  his  pulmonary  tuberculosis  along  with  his  old  renal  lesions  caused  his 
death.  The  skin  affection  which  alone  concerns  us,  occupied  the  internal  aspect  of 
the  right  leg  and  thigh. 

On  the  inner  side  of  the  leg  there  were  eight  warty,  vascular  patches,  prominent, 
bossy  and  of  different  sizes,  of  very  dark  violet  colour  and  irregular  in  shape,  along 
with  some  small  lenticular  mevi  scattered  over  the  intervening  skin.  In  the  plioto- 
lithoclirome  may  also  be  seen  two  large  operative  scars  resulting  from  the  surgical 
removal  of  two  angiomatous  and  tuberous  masses.  These  scars  were  covered  with 
bright  red  vascular  plexuses  which  formed  a large  telangiectic  spot  on  each,  and 
appeared  secondarily,  some  time  after  the  operation.  These  relapse  telangiectases, 
however,  remained  quite  flat  and  never  assumed  the  warty  appearance  of  the 
original  mevi. 

A few  small  prominent  mevi,  also  warty,  were  grouped  about  the  internal  condyle 
of  the  tibia.  Finally  another  naevus,  less  prominent  than  those  described  and 
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crescentic  in  shape,  was  present  on  the  inner  side  of  the  lower  third  of  the  thigh.  On 
interrogating  the  patient  we  learnt  that  all  these  neevi  existed  since  earliest  childhood. 
But  at  first  they  were  less  voluminous  and  less  prominent ; they  had  gradually 
increased  in  size  and  had  become  tuberous  and  warty.  They  had  become  so  large  as 
to  cause  constant  annoyance  from  rubbing  by  the  trousers  so  that  the  patient  decided 
to  have  the  largest  growths  removed  and  this  was  done  bv  Mons.  Berger  at  La  Charite 
in  1882. 

During  the  time  that  ft.  was  under  my  observation  the  nievi  remained  stationary. 
The  nephritis,  for  which  he  was  admitted  to  hospital  became  complicated  with 
pulmonary  tuberculosis  and  the  two  diseases  developed  according  to  their  wont, 
becoming  worse  and  worse  till  death  ensued. 

The  autopsy  revealed  generalised  tuberculous  infiltration  of  both  lungs  with 
cavities  in  the  apices  and  a mixed  nephritis,  without  tubercles  visible  to  the  naked  eye  ; 
the  kidneys  were  small  and  white.  The  nephritis,  doubtless  interstitial  at  first,  had 
become  secondarily  tubular  and  at  the  end  the  epithelial  lesions  predominated  over 
the  interstitial  lesions.  The  heart  was  not  hypertrophied  and  showed  no  valvular 
changes.  The  pericardium  and  vascular  system  appeared  to  be  healthy.  There  were 
no  lesions  of  liver  or  spleen. 

The  histological  examination  of  one  of  the  nsevi  on  the  leg,  carried  out  by  my 
Resident  Physician,  Dr.  Sergent,  yielded  the  following  results.  All  the  sections  were 
made  at  right  angles  to  the  surface  of  the  mevus. 

I. — Examination  under  a Low  Power, 

(a)  Derma. — There  is  considerable  thickening  of  the  derma  causing  a bossy 
prominence,  the  surface  of  which  is  thickly  covered  with  hypertrophied  and  elongated 
papillae.  Almost  the  entire  derma  is  represented  by  lacunar  tissue  with  meshes,  more 
or  less  broad,  circumscribing  areolae  which  are  pretty  uniformly  round  or  oval,  the 
majority  being  full  of  blood  and  others  empty.  These  angiomatous  areas  extend 
through  the  whole  thickness  of  the  derma  from  its  deepest  part  to  the  surface  of  the 
papillae.  The  meshes  are,  as  a rule,  wider  in  the  middle  portion.  They  do  not  form 
a continuous  layer  but  are  divided  into  compartments  separated  from  one  another  by 
strands  of  dermic  tissue  perpendicular  to  the  surface.  These  strands  terminate  towards 
the  surface  in  the  neighbourhood  of  the  elongated  depressions  which  represent  the 
orifices  of  the  sweat  glands  and,  in  the  deeper  parts,  in  the  neighbourhood  of  the 
subdermic  gland  coils.  This  appearance,  however,  varies  in  different  sections  and  can 
only  be  established  by  the  examination  of  numerous  successive  serial  sections. 

(/>)  Epidermis. — This  shows  profound  changes,  varying  according  to  the  different 
sections.  In  those  sections  in  which  the  angiomatous  changes  most  nearlv  approach 
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the  surface  the  malpighian  layer  is  reduced  to  a linear  band  covered  with  thickened 
horny  matter.  Where  the  angioma  does  not  reach  the  surface  the  malpighian  layer 
is  thick  and  by  its  deep  invaginations  indicates  the  outline  of  the  numerous  papillae. 

(c)  6r lands. — Deeply,  immediately  below  the  derma  enormous  glandular  coils  may 
be  seen  which  represent  abnormally  developed  sweat  glands.  By  examining  several 
successive  sections,  it  is  possible  to  follow  the  excretory  canal  of  these  glands  along  the 
perpendicular  strands  of  the  derma  which  separate  the  angiomatous  areae  and  to  see 
these  ducts  terminate  at  large  depressions  of  epidermis,  like  fingers  of  a glove  turned 
inside  out  and  almost  entirely  blocked  by  a plug  of  horny  substance. 

The  sebaceous  glands  also  attain  a considerable  development,  and  even  under  a 
low  power  it  is  easy  to  recognise  with  the  help  of  staining  reagents  that  their  cells 
instead  of  terminating  in  the  production  of  sebaceous  matter  evolve  in  the  direction 
of  the  horny  type. 

(cl)  Hypodermci. — The  hypodermic  blood-vessels  do  not  appear  to  be  larger  than 
normal  and  no  angiomatous  region  exists  there. 

Thus,  this  preliminary  examination  already  allows  us  to  recognise  that  this 
vascular  warty  mevus  is  the  anatomical  resultant  of  an  angiomatous  and  papillomatous 
tumour  of  the  derma,  but  the  nature  of  the  hypertrophy  of  the  sweat  glands  remains 
to  be  determined. 

The  examination  of  the  sections  with  a higher  power  will  enable  us  to  arrive  at 
its  solution  and  at  the  same  time  will  furnish  a more  detailed  description  of  the 
different  changes  which  have  been  indicated. 

II.- — Examination  under  a High  Power. 

(cl)  Derma. — The  dermic  tissue  offers  its  usual  structure : it  is  nevertheless 
obviously  more  fibrous  than  normally.  The  vessels  are  also  very  numerous  and 
voluminous  everywhere,  even  where  there  is  no  angioma. 

Angiomatous  Areas. — In  every  angiomatous  area  the  artery  and  vein  of  the  papilla 
is  transformed  into  an  angioma  and  consequently  greatly  increased  in  size.  These 
vessels  are  large  and  form,  as  it  were,  the  centre  round  which  vascular  lacunae  radiate, 
obviously  derived  from  the  capillaries.  These  lacunae  which  are  oval  or  round,  and 
more  or  less  voluminous,  exist  in  infinite  numbers ; they  are  filled  with  absolutely 
healthy  blood  corpuscles  which  shows  that  the  circulation  within  them  was  free.  They 
occupy  the  entire  thickness  of  the  derma  but  are  chiefly  on  the  epidermic  side  of  it. 
The  most  superficial  are  flattened  out  parallel  to  the  malpighian  layer  and  form  a 
sort  of  linear  sheet,  separated  from  it  by  a single  layer  of  embryonic  tissue.  All  these 
blood  spaces  are  separated  by  bands  of  fibrous  tissue  of  greater  or  less  breadth,  infil- 
trated with  embryonic  cells. 
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Papillce. — At  the  parts  where  the  derma  is  not  occupied  by  angiomata,  properly 
so-called,  the  papillae  are  considerably  enlarged  and  always  traversed  by  enormous 
vessels,  the  capillaries  of  which  form  a very  close  and  complicated  network  which 
represents  a capillary  angioma  in  miniature. 

( b ) Epidermis. — At  the  points  where  the  angioma  is  very  superficial  the  mal- 
pighian  layer  is  a mere  line  ; but  this  appearance,  instead  of  indicating  the  disappear- 
ance of  the  papillae  is  evidence,  on  the  contrary,  of  their  hypertrophy ; where  the 
epidermis  is  reduced  to  a mere  line  there  is  an  enormous  papilla  occupied  by  an 
extensive  angiomatous  area.  At  these  points  the  malpighian  layer  is  not  only  linear, 
as  it  is  over  every  papilla,  but  it  is  greatly  thinned  and  very  narrow.  The  other 
layers — stratum  lucidum  and  granulosum — -are  indistinct  and  merge  into  the  stratum 
corneum  which  is  very  thick  and  composed  of  stratified  layers,  the  deepest  of  which 
are  at  first  infiltrated  with  numerous  pigmented  and  refractive  granules. 

Where  the  angioma  docs  not  reach  the  surface  the  papillae  are  very  large,  very 
numerous,  very  bossy,  very  vascular  and  capped  by  a greatly  developed  layer  of 
epidermis,  of  great  activity  and  all  the  layers  of  which  are  distinct  and  hypertrophic, 
especially  the  stratum  corneum. 

(c)  Glands. — The  sebaceous  glands  are  sparse,  but  this  is  the  result  of  the  part 
of  the  body  affected.  Those  which  are  present  are  enormous  and  remarkable  for  the 
evolution  of  their  cells  towards  the  horny  type.  Their  orifice  is  completely  blocked 
by  a veritable  plug  of  horny  matter,  so  that  on  section  they  look  to  a certain  extent, 
like  acne  varioliformis.  In  the  neighbourhood  of  one  of  them  the  section  of  an  arrector 
pili  muscle  may  be  seen,  but  no  trace  of  the  hair  can  be  perceived,  unless  it  has  been 
transformed  into  horny  matter  and  enters  into  the  formation  of  the  horny  plug 
which  blocks  the  orifice  of  the  glandular  utricle. 

The  sweat  glands  at  their  termination  show  the  same  characteristic  ; their  openings, 
represented  by  a deep  depression  like  the  finger  of  a glove,  are  filled  with  horny 
substance ; their  excretory  canal  may  be  followed  in  serial  sections  along  the  inter- 
angiomatous  dermic  bands  and  leads  to  a large  space  immediately  below  the  derma 
where  there  are  several  glandular  tubules  in  immediate  juxtaposition.  Obviously  this 
appearance  represents  a section  of  a gland  coil ; but  the  tubules  are  much  too  numerous, 
and  much  too  tightly  crammed  with  cells  to  be  considered  normal.  The  appearance 
gives  the  impression  of  a veritable  adenoma  and  there  may,  indeed,  be  some  doubt  on 
the  subject. 

The  nuclei  of  the  cells  take  up  stains  very  actively.  The  cells  are  very  bulky, 
very  numerous,  and  along  with  the  tubes  which  are  empty  there  are  large  canals  quite 
crammed  full  of  cells  with  deeply  stained  nuclei,  indicating  with  certainty  glandular 
hypergenesis. 
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Between  the  glandular  coils  and  around  the  sebaceous  glands  there  are  numerous 
capillary  vessels,  engorged  with  blood,  which  converge  in  the  neighbourhood  of  the 
angiomatous  regions  of  the  papillae,  running  along  the  excretory  canals. 

Such  are  the  appearances  which  an  examination  of  serial  sections  permits  of 
recognition.  The  first  impression  gathered  from  examination  under  a low  power  is 
fully  confirmed  by  that  under  a high  power. 

From  these  histological  details  we  may  conclude  that  a ncevus  vascularis  verrucosus 
is  a complex  tumour,  both  dermic  and  epidermic,  constituted  by  an  angioma  complicated 
by  papilloma.  This  is  accompanied,  not  only  by  an  atypical  development  of  epidermis 
towards  the  horny  type  but  is  combined,  at  least  in  the  case  before  us,  with  an 
adenoma  of  the  sweat  glands. 


ERNEST  GAUCHER. 


PEDICULOSIS  VESTIMENTORUM 


WITH  PIGMENTATION. 


Model  by  Baretta,  No.  633,  in  the  Saint  Louis  Hospital  Museum,  made  in  the  year  1897  from  a patient 

under  the  care  of  M.  Ernest  Besnier. 


The  existence  in  the  clothes  of  one  of  the  varieties  of  louse  ( Pediculus  vestimentorum ) 
almost  invariably  results  in  lesions  of  the  skin.  The  accompanying  photo-lithochrome 
is  an  extremely  characteristic  example  of  them  in  their  intensest  form,  or  nearly  so. 

I. 

The  following  is  a brief  summary,  after  Kaposi,  of  the  parasite.  Lice  are  apterous 
insects,  undergoing  no  metamorphoses,  with  simple  eyes  and  a mouth  armed  with 
mandibles.  According  to  Erichsen,  Gr.  Simon  and  Landais,  lice  first  bite  with  their 
mandibles,  then  plunge  their  rostrum  into  the  wound. 

The  Pediculus  vestimentorum  is  only  one  of  the  species  of  the  natural  order  which 
also  includes  the  head-louse  ( Pediculus  capitis)  and  the  crab-louse  (P.  pubis). 

Pediculus  vestimentorum,  which  alone  concerns  us  here,  inhabits  only  the  under- 
clothing and  those  portions  of  the  clothes  in  contact  with  the  skin,  and  deposits  its  eggs 
in  the  form  of  chaplets  in  their  folds.  This  is  an  extremely  important  point  which 
dominates  all  the  treatment  of  the  disorder  for,  in  treating  it,  we  must  deal  with  the 
coverings  of  the  skin,  not  with  the  skin  itself. 

Only  rarely  is  pediculus  vestimentorum  found  on  the  scalp  ; it  attacks  the  trunk 
almost  exclusively,  and  there  it  only  remains  sufficiently  long  to  obtain  nourishment. 
Hence  tin;  fact  which  seems  paradoxical  if  the  habits  of  the  parasite  are  not  familiar 
viz. : — that  a person  suffering  severely  from  pediculosis  may  be  undressed  and  searched 
without  any  pediculi  being  discovered.  Sometimes,  however,  when  the  undressing  has 
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been  rapidly  performed,  some  lice  may  be  discovered  in  the  act  of  suction  ; these 
have  been  surprised  and  have  not  had  time  to  take  refuge  in  the  folds  of  the  clothes, 
their  usual  habitat. 

In  the  same  way,  when  an  individual  affected  with  more  or  less  recent  pediculosis 
has  lately  put  on  fresh  linen  and  clean  clothes,  all  search  for  the  parasite  may  be 
fruitless  and  without  these  fundamental  ideas  the  origin  and  nature  of  a well-marked 
case  may  be  misinterpreted. 

II. 

The  effects  of  lice  on  the  skin  are  identical  with  those  of  other  epizoa  and,  a fortiori, 
are  common  to  the  three  varieties  of  the  family.  There  is  a bite,  and  consequently 
a small  localised  haemorrhage,  some  slight  serous  exudation,  or  an  urticarial  lesion, 
more  or  less  marked  according  to  the  state  of  the  epidermis,  of  the  vessels  or  of  the 
nervous  susceptibility  of  the  subject.  So  might  matters  rest  were  it  not  for  pruritus 
and  its  inseparable  result  scratching  which  cause  modifications  and  complications  of 
the  original  lesions,  at  first  of  a mechanical  nature,  and  then  by  favouring  secondary 
infection.  Hence  excoriations,  scabs,  papulo-vesicular  dermatitis,  pustules,  ecthyma, 
boils,  abscesses,  scars  and  finally  pigmentation. 

All  these  changes  are  common  to  the  three  varieties  of  louse  and  the  picture 
varies  in  different  cases  only  because  their  habitat  is  different  and  the  characters 
of  the  skin  vary  in  different  regions.  It  must  be  added  that  as  the  pediculus 
vestimentorum  is  the  largest  of  the  three  varieties  it  also  causes  the  severest  local 
lesions  and  the  deepest  excoriations. 

III. 

Our  plate  indicates  these  excoriations  very  clearly.  They  are  seen  to  radiate  from 
the  nape  of  the  neck  which  appears  as  their  centre ; they  are  linear  and  parallel,  or 
more  exactly,  slightly  divergent.  They  are  caused  by  the  energetic  use  of  the  nails 
and  present  some  characters  worthy  of  remark ; thus,  the  nails  penetrate  most  deeply 
at  the  points  injured  by  the  mandibles  of  the  pediculi.  The  bloody  tract  thus  produced 
sometimes  attains  several  centimeters  in  length,  and  has  in  its  course  one  point  at 
which  the  wound  and  the  superimposed  scab  are  deeper  and  wider  than  elsewhere  ; 
this  may  be  verified  in  the  plate. 

Matters  do  not  remain,  however,  in  this  simple  state.  Secondary  inoculation 
occurs,  especially  ecthyma  either  at  isolated  spots  independent  of  the  scratch  marks  or 
in  their  course,  especially  at  their  maximum,  or  starting,  point.  In  this  case,  the  non- 
infected  part  of  the  scratch  soon  heals  after  a short  scabby  phase,  while  the  point  of 
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attack  persists  longer  as  an  ecthyma, tous  pustule  apparently  isolated  and  simple.  A 
certain  number  of  ecthymatous  points  in  the  plate  originated  in  this  manner. 

The  lesions  may  go  further,  and  the  appearances  before  us  may  be  greatly 
exaggerated.  In  old-standing  cases  of  pediculosis  Kaposi  has  seen  excoriations 
complicated  with  inflammation,  suppuration,  rupia,  lymphangitis,  and  diffuse  dermatitis 
accompanied  by  fever,  large  boils,  abscesses,  anthrax  with  gangrene  of  the  skin, 
followed  by  fistulm,  simple  or  vegetating  ulcers,  etc.  But  this  is  a very  darkly  painted 
picture  ; let  me  add  as  a corrective,  as  E.  Besnier  has  done,  that  cases  of  pediculosis  of 
this  extreme  severity  have  very  rarely,  or  never,  been  seen  at  Saint  Louis  Hospital. 

However  this  may  be,  I repeat  that  the  parasite  and  its  nits  must  be  sought  for 
in  the  clothes  especially  where  they  are  in  folds  i.e.,  in  the  parts  corresponding  to 
the  nape  of  the  neck,  the  wrists,  the  waist,  and  about  the  buttocks  and  outer  sides  of 
the  thighs,  in  which  localities  the  lesions  attain  their  maximum. 

IV. 

This  prolonged  or  repeated  combination  of  bites,  exudations,  scratch  marks, 
secondary  inoculations  etc.  produces  in  the  long  run  quite  a characteristic  appearance 
viz.  parasitic  melanodermia.  In  the  plate  this  curious  change  is  very  manifest ; over 
the  nape  an  almost  confluent  greyish-violet  zone  may  be  seen,  studded  with  scabby 
lines  and  points,  and  as  if  starting  from  this  central  point,  a number  of  rounded,  oval 
or  irregular  islets  of  similar  tint,  sometimes  with  an  ecthymatous  or  scabbed  area  in 
the  centre,  are  scattered  over  the  upper  part  of  the  trunk. 

This  pigmentation,  which  is  most  marked  over  the  nape  of  the  neck  and  loins  in 
most  cases,  may  involve  almost  the  whole  skin  in  inveterate  cases,  and  certainly  this 
curious  appearance  is  not  wholly  explained  by  saying  it  is  the  result  of  the  local  lesions 
described.  It  must  be  added  that  alcoholism,  malaria,  and  the  concatenation  of  bad 
hygienic  conditions  involved  in  a vagabond  existence  contribute  a certain,  but  as  yet 
unknown,  part  of  the  characteristic  ensemble  of  symptoms  of  the  disease,  thus  justifying 
the  name  sometimes  given  to  it  of  “morbus  erronum. 

It  must  not  be  thought,  however,  that  pediculosis  often  occurs  in  so  marked 
a degree.  It  may  cause  only  very  rare  or  very  slight  scratch  marks,  localised  to  its 
seats  of  predilection.  This  is  especially  observed  in  the  upper  classes  in  which 
pediculosis  is  by  no  means  so  rare  as  is  generally  thought,  and  this  is  very  important 
to  know  in  private  practice,  in  which  diagnosis  is  sometimes  very  difficult  and  therefore 
demands  special  attention.  In  this  connection  I would  mention  that  according  to 
Mons.  Tenneson  all  scratched  lesions,  accompanying  an  eczema  of  the  scapular  or 
pelvic  girdles,  positively  indicate  the  diagnosis  of  pediculosis. 
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v. 

Treatment  is  simple  and  certain.  It  consists  of  (1)  removing  the  clothes  of  the 
patient ; cleansing  him  thoroughly  in  a hath  with  soap ; changing  his  linen  and  bedding- 
daily  to  get  rid  of  lice  which  may  have  remained  in  them  ; (2)  covering  all  ecthymatous 
lesions  carefully  with  small  circular  pieces  of  Vigo’s  plaster ; (3)  restoring  the 
condition  of  the  skin  by  baths  and  emollient  ointments. 

No  parasiticide  is  necessary ; it  suffices  to  withdraw  the  patient  from  the  attacks 
of  the  lice  and  to  prevent  him  from  incurring  fresh  auto-inoculations  by  covering  all 
pyogenic  lesions  with  care  till  they  are  healed. 

Cure  is  thus  much  simplified  and  especially  greatly  hastened.  The  most  efficacious 
and  inoffensive  means  of  disinfecting  clothes  and  bedding  is  a stove  at  the  temperature 
of  100°  Centigrade. 
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PLATE  XLYI. 


SYPHILITIC  CHANCRE  OF  THE  NOSTRIL. 

(HYPERTROPHIC  FORM.) 

SYPHILITIC  CHANCRE  OF  THE  TONSIL. 

(DIPHTHEROID  FORM.) 


Models  by  Baretta  and  Jumelin,  Nos.  1372  and  306,  in  1 lie  Saint  Louis  Hospital  Museum,  made  in  the  year  1888, 

from  patients  under  the  care  of  Prof.  Pournier. 


I. 

Plate  XLVI.  represents  an  hypertrophic  syphilitic  chancre  at  the  entrance  to  the 
left  nostril. 

Although  this  is  certainly  one  of  the  rarest  situations  for  the  primary  lesion 
of  syphilis,  there  are  nevertheless  a certain  number  of  cases  recorded  in  which  the 
specific  infection  has  been  conveyed  to  the  nasal  mucous  membrane  or  even  to 
the  pituitary  membrane. 

Despite  the  most  searching  enquiries,  the  fetiology  of  nasal  chancres,  wherever 
localized,  often  remains  mysterious  and  unexplained.  Probably  then,  in  most  cases, 
the  contagion  is  a mere  accident,  defying  all  rational  investigation. 

Sometimes,  however,  the  mechanism  of  such  cases  may  be  discovered  or,  at  least, 
surmised.  In  a certain  number  of  carefully  observed  cases  they  have  been  traced 
to  three  sources  viz. : direct  contact,  conveyance  of  the  contagiiun  by  the  fingers 
and,  contagion  by  some  intermediary. 

I. — Direct  contagion  generally  results  from  a kiss  or  lingual  caress ; sometimes 
also  in  men  from  genito-facial  contact.  In  a case  recorded  by  Spencer  Watson 
a chancre  was  the  result  of  a syphilitic  child  sucking  his  wet-nurse’s  nose. 

In  another  case  it  was  the  result  of  a bite. 

A medical  friend  assures  me  that  he  contracted  a chancre  of  the  pituitary  membrane 
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from  the  saliva  of  a patient  being  projected  into  his  nose  while  he  was  cauterizing 
mucous  patches  in  the  throat. 

II.  — Sometimes  infection  has  reached  the  nasal  fossae  by  the  fingers  carrying 
the  specific  contagium.  For  instance  : — a married  man  one  evening  yielded  to  the 
allurements  of  a puella  publica.  Suddenly  seized  with  the  fear  of  contracting  disease 
he  confined  his  actions  to  a few  “ attouchements  ” of  the  vulva.  Six  weeks  afterwards 
he  came  to  consult  me  for  “a  lump  in  the  nose,”  which  turned  out  to  be  a chancre 
of  the  septum.  More  than  twenty  times  he  had  since  repeated  to  me,  “ I am  certain 
I contracted  syphilis  on  the  occasion  I told  you  of,  for  I had  not  exposed  myself  to  any 
risk  for  a very  long  time;  and  I am  not  the  less  certain  that  I caught  it  by  my  fingers 
for  the  two  following  reasons,  (1)  I neglected  to  wash  my  hands  after  leaving  the 
woman  and  (2)  I had  at  the  time  a little  erosion  in  the  nostril  which  I was  constantly 
picking  and  I assuredly  inoculated  myself  with  my  finger.” 

A medical  colleague  very  probably  inoculated  himself  in  the  same  manner  “by 
scratching  a small  acne  pimple  which  he  had  in  the  nostril,  after  having  handled 
syphilitic  wounds.” 

Dr.  Jullien  relates  a case  which  may  be  epitomized  as  follows : 

A carter  got  several  blows  on  the  nose.  These  had  not  healed  up  when  he  spent 
the  night  with  a woman  upon  whom,  independently  of  coitus,  he  practised  prolonged 
“ attouchements.”  Three  weeks  afterwards  he  presented  three  chancres,  one  on  the 
penis,  the  other  two  on  the  nose,  exactly  on  the  seats  of  the  injuries. 

Apart  from  these  facts  and  from  others  which  I shall  adduce,  two  more  points 
indicate  the  possibility  of  the  conveyance  of  the  contagium  to  the  nasal  mucosa 
by  the  fingers. 

First — the  nasal  chancre  is  almost  always  a lesion  on  the  very  threshold  of  the 
nasal  fossae,  i.e.  implanted  at  a point  which  can  be  touched  and  inoculated  by  the  fingers. 

Secondly — very  frequently  it  is  preceded  by  some  of  the  little  “ pimples  ” which 
are  so  common  in  the  nostril  and  its  vestibule,  including  folliculitis,  acne,  pustules 
without  any  more  definite  name  (doubtless  due  to  staphylococci)  erosions,  fissures,  etc. 
The  common,  instinctive  and  irresistible  habit  of  scratching  or  “picking”  the  nose 
is  well  known  in  persons  affected  with  these  trifling  lint  annoying  affections.  If  the 
fingers  are  soiled  by  specific  contagium,  naturally  (and  almost  of  necessity)  they  carry 
it  to  the  nose. 

III.  — Sometimes  intermediaries  have  conveyed  the  syphilitic  poison  to  or  inside 
the  nose  ; such  are  handkerchiefs,  dirty  linen,  serviettes,  sponges,  canulse  etc. 

Clinical  forms. — At  its  beginning  and  for  some  time  afterwards  the  intranasal 
chancre  is  always  unnoticed  by  the  medical  man,  because  it  arouses  no  alarm  and  is 
not  calculated  to  do  so. 
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According  to  the  patient’s  statement  it  only  is  a little  abrasion  or  crack  on  the 
mucous  membrane,  or  a small  granular  pimple  which  soon  becomes  scabbed.  At  all 
events,  it  is  a very  minute,  insignificant,  painless  thing,  only  tender  to  touch  and 
when  scratched. 

Afterwards,  when  fully  developed,  the  chancre  presents  itself  in  three  forms  which 
may  be  described  under  the  following  names  (1)  erosive,  (2)  neoplastic  (3)  scabbed  or 
impetiginous. 

(1)  Erosive  form. — This  exactly  corresponds  with  the  classical  type  of  erosive 
chancre,  of  the  genitals  for  instance. 

If  the  chancre  is  at  the  very  entrance  to  the  nostril  it  is  easily  seen.  But  when  it 
is  higher  up  upon  the  septum  a nasal  speculum  is  necessary  to  discover  and  examine 
it  in  detail. 

It  consists  of: — an  erosive  surface,  sometimes  very  superficial;  its  dimensions 
vary  from  a big  lentil  to  a finger  nail ; it  is  rounded  or,  more  often,  oval ; it  is  flat, 
without  a raised  margin ; in  colour  it  is  carmine  red,  either  uniform  or  studded  with 
greyish  points  or,  on  the  contrary,  greyish  and  studded  with  red  points ; its  base 
naturally  cannot  be  seen.  The  lesion  is  indolent  or  causes  slight  burning  sensations 
when  it  is  cleaned  and  especially  when  irritated  by  scratching.  Sometimes  it  oozes 
slightly,  never  spontaneously,  but  always  as  the  result  of  scratching.  It  is  the  most 
mild  form  of  nasal  chancre,  and  patients  do  not  complain  of  it,  so  that  it  has  every 
chance  of  passing  unperceived. 

(2)  Neoplastic  form. — This  is  very  different  in  its  objective  characters  from  the 
first  form  described,  and  is  constituted  by  a projecting  chancre  forming  a granulating 
prominence  upon  the  mucous  membrane,  or  sometimes  even  a distinct  neoplastic 
growth.  According  to  its  dimensions  two  forms  may  be  distinguished  : 

(a)  The  papular  chancre  which  may  be  compared  to  a common  lozenge  in  shape 
and  size.  It  is  like  a red  lozenge  stuck  on  the  septum.  Its  surface  is  eroded  and 
convex,  sometimes  flat  in  the  centre ; its  centre  projects  two  or  three  millimeters,  and 
is  uniformly  red  or  dotted  over  with  greyish  points  ; it  is  elastic  and  rather  hard  to 
touch. 

( h ) The  papulo-tuhercular  chancre — an  example  of  which  is  shown  in  the  plioto- 
lithochrome — differs  from  the  last  form  only  in  the  volume  of  the  neoplasm,  which 
may  attain  the  size  of  the  third  part  or  half  of  a hazel  nut,  or  in  certain  rare  cases 
(e.</.  Dr.  Marfan’s)  may  be  as  large  as  a hazel  nut.  Implanted  upon  the  mucous 
membrane  this  morbid  growth  represents  a,  real  tumour,  irregularly  hemispherical 
or  semi-ovoid  in  form  ; it  measures  one  or  two  centimeters  in  diameter  and  projects 
to  the  extent  of  from  five  to  six  millimeters;  it  has  been  said  to  somewhat  resemble 
“ the  head  of  a small  mushroom.” 
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Red  on  the  surface,  eroded  or  really  ulcerated,  and  sometimes  even  fungous 
in  appearance,  it  may  convey  the  impression  of  a malignant  growth.  To  the  finger 
introduced  into  the  nasal  fossae,  it  always  yields  a sensation  of  elasticity,  is  firm  and 
dry,  sometimes  of  cartilaginous  hardness.  It  may,  owing  to  its  size,  when  fully 
developed,  partially  or  completely  obliterate  the  corresponding  nostril.  It  has  even 
been  seen  to  project  from  the  nostril  like  a polypus. 

(3)  The  scabbed , impetiginous  chancre.  This  form  is  always  localized  near  the 
orifice  of  the  nostril  and  is  extremely  difficult  of  diagnosis.  Objectively,  it  only 
consists  of  a crust  or  scab  covering  and  masking  a subjacent  chancrous  erosion.  When 
this  is  separated,  a chancre  of  the  erosive  or  papular  form  is  exposed. 

It  may  be  observed,  as  a detail,  that  this  scab  instead  of  being  regular,  laminated 
and  “ all  of  a piece  ” as  in  cutaneous  chancres,  is  somewhat  different  in  aspect.  From 
being  constantly  picked  and  torn  by  the  fingers  it  is  irregular  and  made  up  of  scabby 
strata  of  different  ages,  rather  than  a homogeneous  incrustation.  As  it  is  always 
of  comparatively  recent  date  the  scab  never  becomes  very  thick. 

For  the  same  reason  it  varies  in  tint ; most  frequently  it  is  brown,  but  sometimes 
yellowish,  or  almost  impetiginous  in  colour ; sometimes  it  is  almost  black  as  the  result 
of  the  addition  of  a certain  quantity  of  blood  from  scratching. 

At  all  events  when  situated  at  the  margin  of  the  nostril  it  invariably  recalls  those 
scabby  lesions  which  are  so  common  there,  especially  in  young,  lymphatic  or  scrofulous 
subjects. 

II. 

The  second  plate  represents  a syphilitic  chancre  of  the  tonsil,  of  the  diphtheroid 
form. 

The  tonsillar  chancre  may  assume  various  forms  referable  to  the  three  following 
types ; (1)  erosive , (2)  ulcerative , (3)  anginous.  There  are  two  other  varieties, 
(4)  diphtheroid , (5)  gangrenous. 

The  diphtheroid  variety  is  characterized  by  the  presence  of  a pseudo-membranous 
exudation  in  addition  to  the  characteristics  of  the  other  forms,  and  this  exudation 
modifies  the  appearance  of  the  chancre  in  a very  special  manner,  by  forming  what 
is  called  in  general  medicine  a false  membrane. 

The  membrane  covers  the  chancre  either  partially  or  entirely.  It  is  rather  thick, 
firm,  tenacious,  and  forms  a sort  of  membrane  or  pellicle,  which  when  seized  with 
forceps  breaks  up  into  shreds.  It  is  of  ashy  greyish  colour,  or  dirty  white  with 
yellowish  reflections,  or  is  even  greenish-grey,  as  in  a curious  case  recorded  by 
Legendre.* 


* Archiv.  Gen.  de  Med.  1884. 
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This  membrane,  clinically  so  similar  to  the  false  membrane  of  diphtheria,  cannot 
be  distinguished  from  it  histologically,  according  to  MM.  Cornil  and  Ranvier.  At  all 
events  it  presents  no  specific  characters ; “it  is  made  up  chiefly  of  lymphatic  cells,  of 
epithelial  cells  transformed  into  thin  lamellae,  and  of  crenulated  Malpighian  cells 
scattered  throughout  a fibrillar  substance  analogous  to  fibrine,  and  like  it,  swelling 
and  becoming  pale  with  acetic  acid.” 

When  the  tonsillar  chancre  presents  this  appearance  it  is  impossible  not  to 
conceive  the  idea  that  one  is  dealing  with  either  a common  membranous  sore  throat 
or  with  diphtheria,  and  this  statement  is  admitted  by  all  who  have  seen  such  cases. 

And  not  only  does  the  tonsillar  chancre  resemble  membranous  sore  throat  in  its 
objective  characters  but  also  in  the  two  following  respects  : — 

(1)  In  the  adenopathy , which  shows  itself  pretty  frequently  as  one  or  several  large 
doughy  glands,  slightly  painful,  such  as  are  met  with  in  infectious  sore  throats. 

(2)  In  a certain  series  of  general  phenomena ; although  this  appears  very  extra- 
ordinary, the  pseudo-membranous  tonsillar  chancre  has  often  been  observed  to  be 
accompanied  by  general  malaise,  aching  pains,  lassitude,  anorexia,  furred  tongue, 
rigors  and  febrile  temperature  (e.g.  pulse  of  100  and  temperature  from  38°  to  39° 
Centigrade),  so  that  a chancre  is  often  not  suspected. 

As  we  are  here  dealing  with  anomalies  or  rather  with  very  exceptional  occurrences, 
an  example  of  this  condition  may  not  be  superfluous. 

Dr.  Legendre,  in  his  excellent  Memoir  of  1884,  narrates  the  case  of  a patient  in 
whom  a diphtheritic  sore  throat  was  suspected  for  several  days,  when  really  a tonsillar 
chancre  was  present.  His  observation  says: — “when  the  man  came  to  the  hospital 
he  looked  extremely  ill ; his  features  were  drawn,  his  complexion  yellowish;  he  com- 
plained of  extreme  fatigue,  of  indefinable  malaise ; he  could  not  stand  up  without 
feeling  giddy  and  found  great  difficulty  in  dragging  himself  to  the  hospital.  He  had 
been  in  this  condition  for  a fortnight,  having  entirely  lost  his  appetite,  and  had  severe 
attacks  of  shivering.  His  pulse  was  100  and  temperature  38°  Centigrade.  As  he 
presented  a severe  sore  throat  with  diphtheroid  exudation  and  glandular  enlargements 
over  the  entire  neck  an  erroneous  diagnosis  was  made  at  first."  It  was  only  on  the 
appearance  of  secondary  symptoms  that  the  nature  of  the  disease  was  determined. 

How  many  cases  of  this  sort  must  have  passed  unrecognized  and  been  wrongly 
interpreted,  being  called  diphtheritic  sore  throat  with  consecutive  syphilis  “ of  unknown 
origin.” 

Diagnosis. — A diagnosis  must  therefore  be  established  between  the  syphilitic 
chancre  and  two  diseases  which  it  seems  strange  to  place  alongside  of  it  viz .,  common 
membranous  sore  throat,  and  diphtheritic  sore  throat.  1 know  of  no  more  striking 
example  of  error  than  the  following : 
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A medical  man,  wlio  had  the  misfortune  to  contract  a tonsillar  chancre,  was  at  first 
completely  deceived  as  to  the  nature  of  his  complaint.  He  mistook  it  for  a membranous 
sore  throat  for  the  following-  reasons,  (1)  because  his  throat  lesion  was  in  the  first 
instance  membranous ; (2)  because  he  had  had  several  membranous  sore  throats  in  his 
private  practice  shortly  before.  But  also  he  was  intimately  acquainted  with  an 
extremely  distinguished  syphilographer  who  examined  him  several  times  with  the 
greatest  care  and  also  diagnosed  “ pseudo-membranous  sore  throat.1’  The  diagnosis 
can  generally  be  made  from  the  points  indicated  in  the  following  Table : — 


Commox  Membranous  Sore-Throat. 

(1)  Invasion  sudden,  rapid  and  with  marked 
phenomena.  Occasionally,  hut  rarely,  an 
herpetic  eruption  with  intact  vesicles  on  the 
surface  of  the  tonsils. 

(2)  Lesions  frequently  bilateral. 

(3)  Local  symptoms  acutely  inflammatory  ; 
redness,  tension,  pain,  burning,  dysphagia,  etc. 

(4)  General  symptoms  very  marked. 

(5)  (a)  Sometimes,  but  rarely,  festooned 
polycyclical  outline  of  the  false  membrane, 
indicating  initial  herpetic  eruption. 

( b ) More  frequently,  occurrenceof  herpes 
at  same  time  on  the  tongue,  palate  or  lips,  or 
on  the  skin. 

(6)  Adenopathy  absent  or,  at  all  events, 
slight  and  merely  congestive. 

(7)  Rapid  evolution,  the  disease  “ taking  a 
turn  ” at  end  of  four  or  five  days. 


Pseudo-membranous  Tonsillar  Chancre. 

(1)  Invasion  slow,  torpid,  “ only  a little  sore 
throat,”  with  subsequent  anginal  symptoms 
and  general  reaction. 

(2)  Lesion  unilateral  except  in  very  rare 
cases. 

(3)  Anginal  symptoms  moderate,  and  only 
severe  in  rare  cases. 

(4)  General  symptoms,  of  moderate  severity 
only,  in  most  cases. 

(5)  Exceptionally,  occurrence  of  herpes, 
e.g.,  on  the  opposite  tonsil. 


(G)  Adenopathy  constant,  and  with  the 
characters  of  a satellite  bubo,  indolent,  hard 
and  aphlegmasic. 

(7)  Slow  evolution.  Long  persistence  of 
the  pseudo-membranous  condition  followed 
by  erosion  and  ulceration. 


II.  Diphtheritic  Angina. — As  regards  their  objective  characters,  there  is  but  little 
difference  between  membranous  angina  and  diphtheritic  angina,  and  so  pseudo- 
membranous tonsillar  chancre  may  be  confounded  with  diphtheria.  Legendre,  for 
instance,  relates  a most  curious  case  in  which,  he  says,  “ The  appearance  of  the  tonsil, 
the  facies  of  the  patient,  the  glandular  affection  (more  diffuse  than  it  usually  is  in 
syphilis),  are  so  many  reasons  in  favour  of  the  diagnosis  of  diphtheritic  angina,  or  at 
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least  for  tlie  probability  of  this  hypothesis  ” ; but,  nevertheless,  the  lesion  in  question 
was  a chancre,  as  its  subsequent  course  showed.* 

Three  signs  (not  to  mention  others  of  less  importance)  ought  to  determine  the 
diagnosis. 

(1)  Unilateral lit y,  and  fixed  localization  of  the  lesion,  in  the  case  of  chancre. 

On  the  contrary  the  membranous  lesions  of  diphtheria  are  bilateral ; moreover, 
they  spread  rapidly  and  sometimes  extend  over  the  whole  throat,  then  spread  to  the 
larynx,  etc.  This  last  characteristic  is  quite  distinctive,  but  unfortunately  is  only  an 
evolutionary  sign,  i.e.,  one  which  cannot  be  utilised  at  first  sight.  For  if  the  cliancrous 
and  the  diphtheritic  false  membrane  can  neither  be  distinguished  by  their  objective 
characters  nor  by  the  microscope,  there  is  on  the  other  hand  a difference  between  them 
as  regards  their  clinical  course  which  radically  separates  them.  The  one  remains  fixed, 
limited  to  the  area  of  the  chancre,  and  without  any  tendency  to  transgress  its  limits 
or  spread  to  surrounding  parts,  whereas  the  other  is  essentially  progressive,  migratory, 
invasive,  as  we  know  only  two  well. 

(2)  Mode  of  Origin. — In  the  case  of  chancre,  the  diphtheroid-looking  condition  is 
preceded  by  sore  throat  of  more  or  less  recent  date,  perhaps  of  several  weeks’  duration, 
and  the  sore  throat  is  non-inflammatory,  apyretic,  “cold.”  In  diphtheria  the  false 
membrane  is  formed  almost  at  the  start  and  coincides  with  more  or  less  general  dis- 
turbance  (fever,  malaise,  anorexia,  pallor,  etc.). 

(3)  Bacteriological  Investigation  yields  an  absolute,  definite  result.  Wherever 
the  slightest  doubt  exists  as  to  the  nature  of  the  affection,  recourse  must  be  had  at  once 
to  cultivations  which,  within  sixteen  or  eighteen  hours,  will  reveal  the  presence  of 
Loefifier’s  bacillus  in  the  case  of  diphtheria. 

Treatment. — We  possess  only  therapeutic  measures  of  very  limited  influence 
against  tonsillar  chancres,  but  fortunately  they  usually  suffice  to  effect  a cure  even  in 
the  diphtheroid  form. 

To  confine  oneself  only  to  local  measures,  the  following  may  be  prescribed  : — 

During  the  spread  or  persistence  of  the  lesion,  emollient  gargles  or  preferably 
mouth-washes  containing  decoction  of  mallow,  or  mallow  and  poppy  heads,  glycerine 
a, nd  water,  etc.  To  be  at  all  efficacious  these  moutli-washes  should  be  often  repeated 
and  used  for  several  minutes.  Tepid  emollient  sprays  may  also  be  recommended 
several  times  in  twenty-four  hours. 

At  a more  advanced  stage  borax  or  chlorate  of  potash  gargles,  or  painting  with 
10  grammes  of  borax  in  30  grammes  of  glycerine.  Nothing  special  can  be  done  for 

* On  this  subject  see  also  A.  Robin:  On  Tonsillar  Syphilis  of  the  Diphtheroid  Form;  Lecture  reported  by 
V.  Jahel  Renoy,  1886.  E.  Jeanselme  : Gazette  des  llupitaax,  25tli  January,  1890.  Duncan  Bulicley  : Trans.  Med. 
Sor.  <>f  the  Strife  of  New  York,  1893.  1’.  Dieulafoy  : Semaine  Medicate,  3rd  April,  1895. 


276 


THE  MUSEUM  OF  THE  SAINT  LOUIS  HOSPITAL. 


the  false  membrane  which  must  be  left  to  separate  spontaneously.  When  pain  is 
great  a small  quantity  of  opium  may  be  added  to  the  gargles  or  the  parts  may  be 
painted  with  cocaine  ; lozenges  of  hydrochlorate  of  cocaine  are  also  of  use.  If  some 
modification  of  the  surface  of  the  lesion  seems  desirable,  painting  once  or  twice  a day 
with  tincture  of  iodine,  or  with  the  saturated  alcoholic-ethereal  or  chloroform-ethereal 
tincture  of  iodoform  may  be  practised ; or  the  parts  may  be  cauterized  with  a stick  of 
nitrate  of  silver  every  three  or  four  days.  Similar  cauterizations  are  also  useful  in  the 
last  stages,  if  cicatrisation  is  sluggish  and  unduly  prolonged. 

Of  course,  as  in  all  chancres  inside  the  mouth,  food  must  be  liquid  or  semi-liquid, 
demanding  no  effort  of  mastication  or  deglutition,  and  should  include  milk,  soups, 
meat  juice,  finely-minced  meat,  purees,  creams  etc.  In  acute,  painful  inflammatory 
forms,  milk  is  the  only  food  tolerated  for  some  time. 
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XERODERMA  PIGMENTOSUM. 


Model  by  Baretta,  No.  1843,  in  tlie  Saint  Louis  Hospital  Museum,  made  iu  the  year  1895  from  a patient 

under  the  care  of  Mons.  Dtr  Castel. 


Kaposi  lias  the  credit  of  discovering’  and  connoting  the  affection  now  known  as 
xeroderma  pigmentosum.  Pick  calls  it  melanosis  lenticularis  progressiva;  Hadcl iffe- 
Crocker,  atrophoderma  pigmentosum ; * Taylor  and  Neisser,  respectively,  angioma  pig- 
mentosum et  atrophicum , and  liodermia  essentialis  cum  telangiectasia  et  melanosi. 

It  is  a family  disease  and  several  examples  of  it  are  frequently  met  with  in  the 
same  family.  Generally  it  appears  in  the  course  of  the  second  or  third  year  of  life. 
The  disease  affects  the  parts  of  the  body  which  are  uncovered  and  exposed  to  the  light; 
the  influence  of  sun  rays  appears  to  be  its  immediate  provocative  cause.  The  face, 
ears,  neck,  nape,  shoulders  and  upper  part  of  the  chest,  the  backs  of  the  hands  and 
lower  parts  of  the  forearms,  the  backs  of  the  feet  and  the  legs  (in  patients  who  go 
about  bare-legged)  are  the  usual  seats  of  the  disease. 

At  first,  punctiform  or  linear  vascular  telangiectases  are  seen,  causing  the  produc- 
tion of  congestive  patches  which  may  not  be  permanent  in  the  first  instance,  but 
increase,  diminish  or  disappear  temporarily,  under  seasonal  influences. 

80011  pigmentary  spots  like  freckles  shew  themselves.  These  are  very  numerous 
and  may  coalesce.  Sometimes  they  spread  to  parts  of  the  body  which  are  not  uncovered 
and  descend  over  the  trunk,  but  the  lesions  never  assume  great  importance  there. 


* In  tlie  Second  Edition  of  his  work  on  “ Diseases  of  the  Skin”  (1893),  Kadcliffe-Crocker  reverts  to  the  original 
name  of  xeroderma  pigmentosum  proposed  for  the  disease  by  Kaposi.  He  makes  the  following  wise  and  considerate 
remark  on  the  subject : — 

“ In  the  First  Edition  of  this  work,  I suggested  atrophoderma  instead  of  xeroderma , as  more  appropriate  and 
less  liable  to  lead  to  confusion  with  mild  ichthyosis  ; but  although  everyone  disliked  Kaposi’s  designation,  it  is  in  a 
fair  way  to  be  generally  adopted  and  dermatology  suffers  too  much  from  over  christening  for  me  to  hold  out.” 

Hutchinson  who  has  written  much  round  about,  rather  than  on,  the  subject  invariably  terms  it  “ Kaposi’s  disease,” 
which  I venture  to  think  open  to  unfavourable  criticism  on  many  grounds. — J.  J.  P. 
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The  epidermis  becomes  tliin  and  smooth,  and  separates  in  fine  lamelhe ; it  is 
brittle,  cracked,  wrinkled  and  dried  up,  like  parchment.  The  skin  gets  covered  with 
superficial  scars,  of  brilliant  white  colour,  like  small-pox  cicatrices. 

The  derma  loses  its  elasticity  and  the  skin  can  be  picked  up  only  with  difficulty. 
Having  lost  its  suppleness  it  contracts  and  adheres  to  the  subjacent  tissues.  This 
results  in  the  narrowing  of  the  natural  orifices  of  the  mouth  and  eyes,  producing 
ectropion  and  xerosis  of  the  cornea  as  well  as  smoothness  of  the  backs  of  the  hands. 
Secondary  inflammatory  lesions  (eczema,  fissures,  cutaneous  suppuration)  are  super- 
added,  from  time  to  time,  to  the  lesions  typical  of  the  disease. 

The  affection  is  painless  and  accompanied  by  no  special  subjective  sensation. 
The  development  of  the  various  phenomena  takes  place  slowly  throughout  several 
years  and  is  generally  more  rapid  in  summer. 

The  general  condition  of  children  affected  with  xeroderma  pigmentosum  seems 
not  to  suffer.  They  develop  normally.  For  those  who  are  not  aware  of  the  course 
of  the  affection,  it  appears  a disagreeable  disfigurement  rather  than  a grave  disease. 
But  at  a given  time  malignant  tumours  develop  at  different  points  upon  the  integument, 
especially  upon  the  face. 

These  growths  are  generally  of  epithelial  nature  but  carcinomata,  sarcomata 
and  angiomata  have  also  been  reported.  The  differences  in  their  description  probably 
involve  simply  differences  in  terminology, — the  observations  being  made  in  different 
countries, — rather  than  real  differences  in  nature. 

In  one  case  the  growths  were  cylindrical  epitheliomata. 

The  point  of  importance  is  that  a skin  affected  with  xeroderma  pigmentosum 
is  a soil  upon  which  malignant  tumours  develop  easily  and  almost  certainly,  at  a given 
time.  The  number  of  growths  present  is  sometimes  considerable ; the  face  may  be 
riddled  with  them. 

A number  of  patients  die  about  the  age  of  ten  or  twelve  years ; cases  have  been 
seen  to  survive  till  the  age  of  twenty-five  years  (Thibierge,  Archambault),  forty  years 
or  even  sixty  years  (Rielil).  Dubois-Havenith  has  published  the  case  of  a patient 
who,  after  having  undergone  a large  number  of  operations  for  recurrent  epitheliomata, 
got  sufficiently  well  to  enable  him  to  marry ; his  three  children  were  free  from 
the  disease. 

The  gravity  of  the  affection  lies,  as  we  have  seen,  in  the  inevitable  development 
of  epitheliomata  upon  the  diseased  parts,  this  constituting  the  crowning  point  or 
terminal  period  of  the  disease. 

Sometimes  the  epithelial  tumours  are  small,  papillomatous,  capable  of  falling  off 
spontaneously  without  relapsing  in  situ ; sometimes  they  are  bulky,  fungating,  ulcerating 
and  bleeding.  In  other  cases  the  tumours  are  more  ulcerative  than  vegetative,  as  in 
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the  little  girl  whose  case  is  reproduced  in  our  photo-lithochrome.  Deep  ulceration 
may  be  seen  to  take  place,  invading  the  subjacent  tissues,  attacking  cartilages  and 
bones,  producing  extensive  destruction  of  tissue  both  in  extent  and  depth,  perhaps 
destroying  the  nose  and  penetrating  the  cavity  of  the  mouth.  General  spread  to  the 
viscera  has  been  reported. 

In  short,  we  recognize  with  Vidal,  three  stages  of  the  disease ; the  first, 
characterized  by  the  production  of  freckles  and  red  spots  ; the  second,  during  which 
the  atrophy  of  the  derma  occurs  ; the  third,  signalized  by  the  production  of  malignant 
tumours. 

In  our  patient  the  prominent  feature  was  the  development  of  epithelioma  on  a skin 
but  slightly  changed ; the  congestive  changes,  the  atrophy  of  the  skin  of  the  face  and 
hands  were  in  a very  early  stage  when  the  epithelioma  made  its  appearance.  We 
were  unable  to  gather  any  information  regarding  family  antecedents,  as  the  child 
was  a foundling:. 

We  know  as  yet  of  no  efficacious  treatment  for  xeroderma  pigmentosum.  The 
removal  of  the  tumours  is  not  generally  followed  by  local  relapse  but  does  not  prevent 
the  growth  of  neoplasms  on  other  parts  of  the  face. 

E.  DU  CASTEL. 


[The  feminine  substantive  Xerodermia,  is  more  accurate  than  the  neuter  Xeroderma,  as 
conveying  the  idea  of  a state  of  dryness  of  the  skin,  rather  a mere  dry  skin.  The  same  remark 
applies  to  the  nomenclature  of  other  skin  affections — e.g.,  Sclerodermia. 

The  characters  of  the  disease  as  portrayed  in  the  illustration  are  so  exceptional  as  almost 
to  be  misleading.  The  small  amount  and  faint  colour  of  the  lentiginous  pigmentation,  the 
complete  absence  of  telangiectasia  and  the  advanced  degree  of  the  cancerous  ulceration  in 
proportion  to  the  other  changes  present,  all  constitute  unusual  features  of  a disease,  almost  all 
cases  of  which  in  an  early  stage  present  the  most  striking  resemblance  to  one  another. 

The  accompanying  woodcut  is  made  from  a typical  case  of  Xerodermia  pigmentosa  in  an 
early  stage  at  present  under  my  care,  a brief  note  of  which  appeared  in  the  British  Journal  of 
Dermatology  for  April,  1897,  page  157.  The  patient  is  a girl  three  years  of  age. 

An  article  in  the  same  Journal  for  December  1892,  page  371  et  seq.  by  Professor  McCall 
Anderson  describes  a case  with  autopsy,  fatal  at  the  age  of  thirteen  years  and  gives  graphic 
illustrations  of  the  ghastly  disfigurement  produced  by  the  disease. 
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The  first  cases  observed  in  England  are  recorded  by  Radclieee-Crocker  in  the  Medico- 
Chirurgical  Transactions  for  1884  with  coloured  plates  and  a table  of  34  cases. 

Taylor  (of  New  York)  describes  7 cases  of  his  own  and  has  collected  40  cases  in  his  article 
in  the  Medical  liecord  for  March  10th,  1888. 


Archambault  narrates  60  cases  in  his  These  de  Bordeaux , 1890. 

Pollitzer  supplements  Bratton’s  clinical  account  of  the  thirteenth  published  American 
case  in  the  Journal  of  Cutaneous  and  Genito-  TJrinary  Diseases  for  April  1892,  by  a good  report 
of  the  histology  of  the  disease. — J.  -J.  Pringle.] 
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PLATE  XLVIII. 


IMPETIGO  CONTAGIOSA. 


Model  by  Baretta,  No.  1424,  in  the  Saint  Louis  Hospital  Museum,  made  in  the  year  1889  from  a patient 

under  the  care  of  M.  Quinquaud. 


Photo-lithochrome  No.  XLYIII.  represents  a typical  case  of  impetigo,  a common 
skin  affection,  albeit  one  which  is  still  imperfectly  understood  and  consequently 
difficult  to  define  with  precision. 

To  prove  that  this  affection,  common  and  “ classical ” though  it  be,  is  still  one  which 
must  test  the  sagacity  of  enquirers,  it  will  suffice  to  say  that  the  case  is  one  of  those 
which  Quinquaud  utilized  to  replace  in  a position  of  honour  the  dermatological 
“ entity"  formerly  created  by  Bazin  under  the  name  Hydroa. 

I. — This  effort  proved  futile ; but  perhaps  it  may  not  be  useless  to  recall  the 
principal  reasons  which  the  author  invoked  in  its  favour,  as  it  will  acquaint  us  with 
some  details  of  the  particular  case  reproduced  in  the  photo-Kthochrome. 

The  patient*  was  a little  girl  who  showed  over  almost  her  entire  body, — but 
principally  upon  the  face,  trunk  and  legs — the  lesions  of  which  the  description  follows. 

On  the  face  there  was  an  accumulation  of  scabs  varying  in  tint  from  whitish, 
chalky  yellow  to  bright  yellow ; these  scabs  joined  to  form  accumulations  at  first  sight 
irregular  in  form  but  in  which,  with  a little  care,  figured  elements  could  be  made  out, 
the  coalescence  of  which  had  produced  the  larger  accumulations.  These  elements 
were  rounded,  regular,  for  the  most  part  deeply  umbilicated  in  the  centre  and  raised 
at  the  margins.  The  size  of  the  largest  was  about  that  of  a big  vaccinal  pustule, 
but  there  were  others,  smaller,  prominent  and  not  umbilicated  as  can  be  seen  in  the 
plate  both  among  the  former  and  disseminated  or  isolated  on  the  cheek  and  ear. 

Not  all  of  these  lesions  were  scabby  in  the  absolute  sense  of  the  word.  Some, 
especially  of  the  smaller  ones,  were  simple  vesico-1  mike  filled  with  yellowish  white 


* Reunions  Cliniques  de  l’Hopital  Saint-Louis.  1888-89,  p.  56.  Trois  Cas  d' Hydroa. 
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liquid,  thick  and  rapidly  drying  up.  The  skin  beneath  was  red  but  scarcely  at  all 
swollen,  and.  not  ulcerated.  This  can  be  seen  in  the  plate  on  the  side  of  the  forehead, 
where  there  are  two  slightly  erythematous  discs,  of  pale  pink  colour,  exposed  by  the 
separation  of  scabs. 

On  the  trunk  and  left  thigh,  a model  of  which  (No.  1423)  is  also  in  the  museum, 
the  appearance  was  not  exactly  the  same,  or  at  any  rate  was  somewhat  modified.  The 
same  elementary  lesions  as  on  the  face  were  present  in  large  numbers  but,  in  addition, 
there  was  a number  of  discs  the  size  of  a two-franc  piece,  or  somewhat  larger,  the 
centre  of  which  was  pale  pink,  scattered  over  with  finely  divided  crust,  and  the 
prominent  periphery  was  covered  with  a scabby  ring  of  the  same  colour  and  of  the 
same  thickness  as  the  discoid  lesions  on  the  face. 

In  places  these  rings  tended  to  run  together  at  their  margins  and  on  the  side  of 
the  trunk  there  was  a large  erythematous  surface  where  more  deeply  coloured  traces  of 
nummular  rings  could  be  seen,  which  certainly  were  due  to  the  coalescence  and  fusion 
of  these  discs.  In  that  situation  there  were  also  smaller,  purely  vesicular  or  vesiculo- 
bullous  lesions. 

II. — The  appearance  already  described  is  that  of  the  fully  established  disease. 
The  following  are  the  characters  of  the  lesions  during  their  evolution,  taken  from 
Quinquaud’s  notes  : The  primary  lesion  was  always  a more  or  less  bulky  bulla  ; at  no 
time,  from  the  beginning  of  the  affection  a fortnight  previously,  had  there  been  any 
other  eruptive  element  and,  especially,  no  erythema.  The  eruption  was  therefore 
remarkably  monomorphous.  The  chief  outbreak  occurred  during  the  first  week,  since 
which  only  a few  occasional  lesions  cropped  up.  In  places  they  assumed  a circinate 
arrangement  and  real  “ crowns”  of  bullae  formed,  while  in  the  neighbouring  parts  the 
bullae  remained  isolated.  Around  each  of  the  bullous  circles  an  erythematous  zone 
developed ; certain  bullae  remained  filled  with  limpid  serous  fluid  while  others  became 
scabbed. 

At  first  the  eruption  was  accompanied  by  itching  which  rapidly  disappeared. 
There  was  one  single  small  vesicle  upon  the  vault  of  the  palate. 

Quinquaud,  after  discussing  impetigo,  erythema  and  Dull  ring’s  disease  concluded, 
basing  his  opinion  upon  two  other  cases,  that  the  disease  was  Bazin’s  hydroa , a relaps- 
ing but  curable  disease,  of  which  he  attempted  to  describe  the  principal  distinctive 
characters  in  an  article  published  soon  afterwards.* 

The  following  is  a resume  of  his  views  on  the  subject.  Hydroa  is  a vesiculo- 
bullous  disease,  with  a single  type  of  lesion,  not  polymorphous , of  rapid  evolution, 
always  benign,  with  rare  relapses,  usually  seated  upon  the  skin  but  sometimes  also 


* Bulletin  Medical,  1888,  p.  1675.  Be  V Hydroa. 
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upon  mucous  membranes ; after  the  appearance  of  a few  preliminary  vesicles  accom- 
panying- some  febrile  disturbance,  a veritable  explosion  of  irregularly  sized  bullae  occurs, 
followed  in  a few  days  by  secondary  milder  outbreaks,  so  that  the  average  duration  of 
the  disease  is  from  one  to  two  months  at  the  outside.  Quinquaud  declared  that  he  had 
excellent  results  in  the  treatment  of  the  disease  from  large  doses  of  phosphate  or 
bicarbonate  of  soda,  to  the  exclusion  of  opium  and  iodide  of  potassium  which  provoke 
eruptive  outbreaks  in  such  cases. 

III.  — It  must  now  be  added  that  Quinquaud’s  ideas  aroused  strong  opposition, 
the  members  of  the  Society  refusing  to  recognize  in  the  case  any  definite  pathological 
type.  Vidal  observed  that  the  eruption  was  abundant  in  all  the  regions  where  rubbing 
can  occur,  i.e.  where  accidental  auto-inoculation  may  take  place.  The  eruption 
appeared  to  him  very  similar  to  an  impetigo  contagiosa,  and  all  the  more  so  as  it 
existed  in  the  scalp.  Quinquaud  acknowledged  that  in  point  of  fact  auto-inoculation 
of  the  contents  of  the  bullae  had  given  rise  to  a small  bulla  in  which  he  verified 
the  existence  of  various  microbes. 

Besnier  showed  a model  (No.  478)  representing  lesions  more  developed  than  those 
in  Quinquaud’s  case;  there  were  cakes  of  scab,  mathematically  circular  and  having 
the  following  evolution : at  first  small  vesicles,  the  size  of  a pin’s  head  appeared,  some 
of  which  rapidly  broke  and  became  covered  with  scabs,  their  development  and  rupture 
being  extremely  rapid.  The  case  was  certainly  impetigo  contagiosa,  for  recovery  was 
rapid  under  purely  external  remedies  as  was  shown  in  Model  No.  503  made  a few  days 
after  the  former. 

Besnier  remarked  that  liydroic  erythema  produces  vesicles  which  are  surrounded 
with  a red  zone,  then  an  elevation  of  the  epidermis  at  the  periphery,  but  in  no  respect 
like  the  scabs  and  patches  present  in  Quinquaud’s  case.  Finally,  lie  added  that  very 
remarkable  forms  of  evolution  exist  in  impetigo,  and  cited  the  curious  case  of  two 
brothers  affected  with  impetigo  one  of  whom  rapidly  recovered  while  the  other, 
infected  by  the  former,  showed  bullae  which  came  out  in  successive  crops  for  nearly 
six  months.  Tliis  patient  presented  an  extraordinary  intolerance  of  all  irritants,  and 
a few  centigrammes  of  iodide  of  potassium  were  sufficient  to  provoke  erythemato- 
bullous  outbreaks,  thus  illustrating  a typical  example  of  the  differences  which 
individual  susceptibility  may  cause  in  the  evolution  of  a disease. 

IV.  — In  all  probability,  then,  Quinquaud’s  case  was  an  example  of  impetigo 
contagiosa  as  he  himself  readily  admitted ; for  he  labelled  the  model  made  a few  days 
after  the  case  was  exhibited  “generalized  impetigo  contagiosa”  with  “impetiginous 
liydroic  disease  ” as  a sub-title. 

The  treatment  is  extremely  simple.  During  the  first  few  days,  when  the 
inflammatory  symptoms  are  marked,  emollient  applications  ought  to  be  used,  such 
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as : — spraying  with  tepid  water,  either  pure  or  containing  boric  acid ; starch  baths ; 
poultices  of  starch  or  of  linseed  meal  freed  from  its  oil;  muslin  compresses  eight 
or  ten  ply,  soaked  in  bran- water  or  in  decoction  of  camomile  with  the  addition  of  one 
per  cent,  of  boric  acid  covered  with  oiled  silk  or  guttapercha  or  mackintosh. 

In  a few  days  the  softened  crusts  separate  spontaneously  and  a slightly  antiseptic 
ointment  may  be  used,  such  as  vaseline  containing  ten  to  fifteen  per  cent,  of  boracic 
acid.  The  following  is  an  excellent  prescription  which  we  owe  to  E.  Yidal  : — 

Yellow  oxide  of  mercury  50  centigr. — 1 gramme. 

Oil  of  cade 1 gramme — 3 grammes. 

Anhydrous  cerate  20  grammes. 

Vigo’s  plaster,  or  if  it  prove  too  irritating,  Vidal’s  “ red  plaster  ” are  also  excellent 
dressings  after  the  softening  and  removal  of  the  scabs.  The  formula  of  the  latter  is  : — 


Minium  (oxide  of  lead)  2 gr.  50. 

Cinnabar  (bisulphide  of  mercury) 1 gr.  50. 

Diachylon  26  grammes. 


LUCIEN  JACQUET. 
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PLATE  XL  I X. 


URTICARIA  PIGMENTOSA, 

WITH  ATROPHIC  SPOTS  ARRANGED  IN  TRANSVERSE  BANDS. 


Model  by  Baretta,  No.  1697,  in  the  Museum  of  the  Saint  Louis  Hospital,  made  in  the  year  1892  from  a patient 

under  the  care  of  Mons.  Hallopeatj. 


The  child,  whose  eruption  is  represented  in  this  photo-lithochrome  has  been  made 
the  subject  of  three  publications  since  the  day  in  1885,  when  he  entered  the  service  of 
Prof.  Fournier  at  the  age  of  seven  months  and  a half.  The  first  of  these  is  by  Mons. 
Paul  Reymond  who,  three  years  afterwards,  related  its  complete  history  from  notes  by 
Mons.  Bruchet,  in  his  admirable  inaugural  Thesis ; the  second  is  by  Mons.  Morel- 
Lavallee  and  its  special  purpose  was  to  point  out  certain  changes  wrought  in  the 
eruption  by  an  intercurrent  attack  of  measles  and  vice  versa  ; the  third  is  our  own  and 
dates  from  the  year  1892.  The  child  was  then  seven  years  old;  the  eruption  was 
modified  in  the  manner  we  shall  point  out,  and  it  was  at  this  time  that  the  second 
model  of  the  case  in  the  Museum  was  taken  which  is  reproduced  in  this  photo-litho- 
chrome. 

The  case  is  a typical  one  of  the  affection  which  was  first  observed  in  1869  by 
Nettlesliip  at  the  Blackfriars  Hospital,  London,  and  to  which  Sangster,  in  1878,  gave 
the  somewhat  unsatisfactory  name  by  which  it  is  known. 

Since  these  works  appeared,  observations  on  the  disease  have  increased  in  number; 
it  is  nevertheless  rare,  for  we  have  only  seen  it  twice  in  thirteen  years  among  the 
numerous  patients  which  have  come  under  our  notice. 

In  this  child  it  began,  as  it  usually  does,  in  early  infancy,  the  first  signs  manifest- 
ing themselves  when  he  was  only  six  weeks  old.  Two  months  afterwards  they  had 
spread  to  the  trunk  and  limbs. 

Since  then  it  has  constantly  re-appeared  in  acute  outbreaks.  The  child  becomes 
suddenly  depressed  and  agitated ; his  rest  is  disturbed ; sometimes  he  vomits ; then 
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liis  face  brightens  and  becomes  scarlet  under  the  influence  of  fever , generally  moderate 
in  degree ; the  temperature  rises  to  38°  or  39°  C. ; the  skin  becomes  congested  over 
the  whole  body  and  especially  over  some  more  or  less'  extensive  area,  such  as  the  back 
or  one  of  the  legs ; the  old  patches  of  eruption  become  swollen  ; some  become  compli- 
cated with  bullous  eruptions  which  may  be  seen  in  all  their  phases,  from  slight 
epidermic  elevations  to  large  and  prominent  blebs  filled  with  serous  fluid ; sometimes 
as  the  result  of  excoriation  the  liquid  dries  up  into  more  or  less  thick  scabs. 

These  outbreaks  were  at  first  very  frequent,  occurring  almost  daily,  and  were  of 
short  duration ; generally  the  itching  and  fever  ceased  after  twelve  or  twenty-four 
hours.  Then  the  attacks  become  less  frequent  but  continued  to  shew  themselves. 
When  the  child  was  exhibited  before  the  Societe  Frangaise  de  Dermatologie  on  May  12th, 
1892,  recent  prominent  lesions  could  be  seen. 

The  eruption  was  throughout  confined  to  the  external  integument.  There  were 
no  manifestations  in  the  mucous  membrane  of  the  mouth,  palate  or  pharynx  as  in  the 
cases  reported  by  Elsenberg  and  Morrow. 

The  patches  of  urticaria  pigmentosa  in  this  case  are  very  numerous ; some  are 
merely  macular,  others  project  above  the  general  skin  level.  The  case,  therefore,  is 
an  example  of  Mons.  Reymond’s  mixed  type , being  both  nodular  and  macular. 

Some  of  the  patches  are  rounded,  and  vary  in  size  from  a lentil  to  a twenty 
centime  piece;  others  are  transversely  elongated  and  from  one  to  two  centimeters 
in  length,  or  longer. 

As  Mons.  Reymond  has  well  observed,  the  surface  of  the  majority  of  the  patches 
presents  numerous  transverse  folds  separated  by  little  grooves.  We  admit  with 
Mons.  Reymond  that  the  probable  cause  of  this  change  is  a distension  of  the 
epidermis  at  the  time  of  the  eruptive  outbreak  and  its  shrinkage  in  lines  when 
congestion  diminishes. 

The  consistence  of  the  skin  is.  generally  increased  over  the  patches,  and  it  appears 
thickened. 

The  colour  of  the  patches,  between  the  eruptive  outbreaks,  is  yellowish ; it  is 
darker  on  the  lower  limbs,  as  is  the  rule  in  most  skin  affections.  Either  spontaneously 
or  under  the  influence  of  mechanical  excitation,  the  lesions  may  swell  up  and  assume 
a more  or  less  marked  red  colour,  which  may  extend  outside  their  limits ; at  the  same 
time  the  patches  become  turgescent.  The  outbreaks  last  a few  hours ; they  may 
or  may  not  be  accompanied  by  some  fever,  generally  of  slight  degree ; then  the  patches 
subside  and  gradually  assume  their  customary  appearance. 

Mons.  Morel-Lavallee  has  observed  that,  under  the  influence  of  fever,  the  lesions 
of  urticaria  pigmentosa  become  darker  in  tint. 

A remarkable  and  very  exceptional  fact  reproduced  in  this  model  is  the  presence 


URTICARIA  PIGMENTOSA. 


287 


of  atrophic  macules  representing  true  cicatrices , in  a large  number  of  patches  over 
the  trunk  and  limbs.*  About  forty  of  these  may  be  counted  on  the  trunk  alone ; the 
smallest  are  about  the  size  of  a lentil,  others  form  transverse  patches  four  centimeters 


in  length  by  one  in  breadth.  The  white  colour  of  these  macules  contrasts  with  the 
chamois  leather  yellow  tint  of  the  patches ; they  are  depressed  or  project  slightly ; 
their  outline  is  sharply  defined;  some  are  surrounded  by  a raised  margin. 


* Vide  Hallopeau,  Bulletin  de  la  Soc.  Frang.  de  Berm,  et  de  Syphil.,  May  12,  1892. 
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The  number  of  these  atrophic  spots  and  their  constant  relation  to  the  urticarial 
patches  force  us  to  regard  them,  not  as  fortuitous  lesions  accidental  to  the  malady, 
but  as  essential ; they  are  most  likely  the  result  of  the  regressive  involution  of  the 
lesions  of  this  form  of  urticaria. 

Did  this  regressive  change  take  place  spontaneously  ? Might  the  appearances 
not  be  caused  by  ulceration  consequent  upon  a bullous  eruption  ? This  latter  inter- 
pretation seems  very  improbable,  for  the  cicatrices  were  not  present  when  the  child 
was  observed  in  1888  by  MM.  Bruchet  and  Reymond,  nor  in  the  following  year  when 
seen  by  M.  Morel-Lavallee.  Since  then  he  has  been  persistently  in  the  hospital, 
which  involves  appropriate  treatment  for  any  bullous  eruption  which  might  appear. 
Besides,  the  bullous  eruptions  which  have  been  observed,  have  never  resulted  in 
ulceration,  so  that  it  is  at  least  very  likely  that  these  numerous  cicatrices  are  the  result 
of  a retrograde  involution  which  is  part  of  the  natural  course  of  the  disease. 

Another  point,  illustrated  in  the  plate,  merits  the  greatest  attention  for  it  may 
serve  to  elucidate  the  nature  of  the  disease ; I refer  to  the  arrangement,  o f the  eruption 
in  transverse  hands  on  the  trunk.  I observed  the  same  characteristic,  much  more 
marked,  in  a patient  whom  I brought  before  the  Societe  Frangaise  de  Dermatologie  on 
April  11th,  1896;  the  eruption  was  made  up  of  slightly  projecting  patches  with 
geographical  outlines,  many  being  in  bands  ten  centimeters  in  breadth ; they  were 
especially  noticeable  in  the  dorsal  region  where  they  were  symmetrically  distributed, 
and  extended  from  above  downwards  and  from  within  outwards ; the  highest  were  at  the 
level  of  the  third  dorsal  vertebra,  the  lowest  corresponded  to  the  base  of  the  sacrum, 
the  former  being  more  oblique,  the  latter  horizontal.  The  bands  composed  of  these 
plaques  were  separated  by  tracts  of  healthy  skin,  as  broad  or  broader  than  they ; 
the  epidermis  over  the  plaques  was  crinkled,  as  in  the  case  represented  in  the 
photo-lithoclirome,  and  superficial,  scattered,  irregularly  rounded  cicatrices  were  also 
observed  upon  the  trunk.  Here,  then,  are  two  cases  of  urticaria  pigmentosa  the 
elements  of  which  were  arranged  in  parallel  bands  recalling  the  distribution  of 
Zoster  and  accompanied  by  cicatrices.  We  shall  draw  our  conclusions  from  these 
facts  later  on. 

As  regards  Subjective  Sensations,  itching  must  specially  be  mentioned ; its  intensity 
is  very  variable,  and  far  from  constant.  In  our  little  patient  it  was  present  only  during 
the  congestive  attacks ; it  has  often  been  observed  to  be  completely  absent ; at  other 
times,  on  the  contrary,  it  is  intense  and  leads  to  the  production  of  secondary  eruptions 
with  the  appearance  of  prurigo. 

The  course  of  the  disease  is  essentially  chronic ; the  macules  following  the  con- 
gestive attacks  persist  indefinitely ; the  outbreaks  themselves  may  occur  for  many 
years. 
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Apart  from  the  ephemeral  febrile  symptoms  which  may  accompany  the  eruptive 
outbreaks  the  disease  usually  has  no  deleterious  effect  on  the  general  health. 

The  diagnosis  of  this  disease  can  offer  no  serious  difficulty  to  any  physician  who 
has  had  the  opportunity  of  observing  it.  The  prominence  of  the  patches,  the  outbreaks 
of  which  they  are  the  seat,  and  the  maintenance  of  the  general  health  allow  of  no 
comparison  with  Xerodermia  pigmentosa. 

The  outbreaks  and  special  aspect  of  the  red  or  pigmented  urticarial  plaques 
distinguish  it  from  all  sorts  of  Melanodermia.  The  affection  which  might  most  easily 
give  rise  to  error  is  one  which  we  have  described  under  the  name  of  persistent  lichenoid 
Urticaria  in  the  Semciine  Medicate , No.  17,  1894,  page  129.  It  is  made  up  of  miliary 
nodules,  arranged  either  in  little  irregularly  rounded  groups,  or  in  linear  series ; the 
largest  of  them  attain  the  size  of  a hemp  seed ; they  have  a punctiform  depression  in 
their  centre ; they  are  firm  to  the  touch ; their  surface  is  lustrous,  their  colour  is 
reddish,  verging  upon  that  of  chamois  leather  in  places ; when  scratched  they  become 
more  prominent  and  larger  while  their  colour  becomes  also  more  marked ; there  may 
be  concurrent  autographism  ( i.e .,  factitious  urticaria) : — to  sum  up,  the  disease  is  a 
persistent  form  of  urticaria,  presenting  some  analogy  to  urticaria  pigmentosa  in  its 
colour  and  in  the  fact  that  its  lesions  become  more  prominent  under  the  influence  of 
mechanical  irritation,  but  differing  from  it  in  their  small  size  and  in  the  absence  of 
consecutive  pigmentary  patches.  Neither  must  urticaria  pigmentosa  be  confounded 
with  persistent  hcemorrhagic  urticaria  in  which  the  unusual  colour  is  due  only  to 
extravasation  of  red  blood  corpuscles. 

From  the  histological  point  of  view  this  skin  affection  has  one  absolute  characteristic 
according  to  Unna,  which  is  the  presence  in  large  quantities  of  mast-cells  many  of 
which  are  cuboidal  in  form  owing  to  their  being  closely  crowded  together  in  colonies 
under  the  influence  of  the  vis  a ter  go.*  Most  authors  refer  the  abnormal  pigmentation 
to  an  accumulation  of  pigmented  granules  in  the  cells  of  the  prickle  layer. 

As  regards  the  nature  of  the  disease  most  authors  agree  in  admitting  with  Prof. 
Pick  that  it  is  an  angioneurosis , and  in  addition  a trophoneurosis , according  to  Mons.  P. 
Reymond.  The  special  points  indicated  in  our  model,  as  well  as  in  the  second  case 
which  we  have  mentioned,  fully  confirm  this  view;  indeed  it  is  only  by  a disturbance 
of  trophic  innervation  that  the  zone-like  arrangement  of  the  patches  of  eruption  and  the 
atrophic  areas  of  cicatricial  appearance,  developed  without  appreciable  determining 
cause,  can  be  explained;  these  allow  us  to  say  that  urticaria  pigmentosa  must  he 
classified  among  the  trophic  neuroses. 

The  analogy  with  zona  and  certain  naevi  which  its  localization  may  present  leads 


* Baumer.  Arcliiv.  fur  Derm,  und  Sypli.  1896,  Tome  XXXIV.  p.  323. 
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to  the  idea  that  it  may  like  these  diseases  have  as  its  determining  cause  a “ metameric 

H.  HALLOPEAU. 


change 


[The  early  literature  of  this  curious  affection  is  almost  entirely  English. 

Nettleship’s  original  description  of  it  is  in  the  British  Medical  Journal  for  September 
8th,  1869.  Morrant  Baker  and  Tilbury  Eox  brought  cases  before  the  Clinical  Society  of 
London  in  1875,  the  latter  suggesting  for  it  the  uncouth  name  of  Xanthelasmoidea , which  has 
fallen  into  disuse. 

Colcott  Eox  read  an  excellent  paper  on  the  subject  before  the  Royal  Medical  and 
Chirurgical  Society  in  1883,  which  is  in  Yol.  LXYI.  of  its  Transactions , page  329  ; since  which 
fairly  numerous  cases  have  been  reported  from  all  countries. 

The  first  American  case  is  by  Albert  Morrow,  of  New  York,  and  was  published  in  1876 
under  the  title  of  Erythema  tuberculatum  with  unusual  features. 

The  microscopic  appearances  of  sections  of  urticaria  pigmentosa  are  extremely  remark- 
able. In  no  disease  are  “ mast-cells  ” met  with  in  such  abundance,  whatever  their  signification 
may  be. 

For  an  excellent — if  somewhat  polemical — article  on  the  subject  see  Unna’s  Histo-patho - 
logy  of  Diseases  of  the  Skin — translated  by  Norman  Walker, — page  955  et  seq. 

In  addition  to  Baumer’s  article,  already  mentioned,  an  article  by  Eabry  (of  Dortmund) 
in  the  same  volume  of  the  Archiv.fur  Derm,  und  Syph.  is  well  worthy  of  perusal. 

The  disease  occasionally  occurs  in  adults  when  its  diagnosis  presents  considerable 
difficulty ; I have  twice  known  it  diagnosed  as  a syphilide,  the  amount  of  itching  being  slight. 
— J.  J.  Pringle. J 


. 
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PLATE  L. 


SYPHILITIC  CHANCRE  OF  THE  LIP. 

(1)  SCABBED  FORM.  (2)  EROSIVE  FORM. 

SYPHILITIC  CHANCRE  OF  THE  TONGUE. 

ULCERATIVE  FORM. 


Model  by  Baretta  and  Jumelin,  Nos.  1411,  189  and  1081,  made  in  1885  and  1888,  from  patients 

under  the  care  of  Prof.  Fournier. 


Figuee  No.  1 of  Plate  L.  represents  a good  example  of  tlie  scabbed  chancre  of  the  lip, 
which  is  worthy  of  attention  both  on  account  of  its  great  frequency  and  of  the  errors 
to  which  it  often  gives  rise. 

Chancre  of  the  lip  very  frequently  affects  the  form  and  objective  appearance 
of  the  scabbed  chancre.  It  is,  indeed,  always  a scabbed  chancre  when  situated  upon 
the  cutaneous  portion  of  the  lip  and  when  no  dressing  or  other  topical  application 
has  been  made  to  it,  so  as  to  detach  the  seal)  from  its  surface. 

It  owes  this  seal)  to  the  fact  that  it  is  a cutaneous  chancre.  The  proof  of  this 
is  that  when  situated  partly  on  the  cutaneous  and  partly  on  the  mucous  portion 
of  the  lip,  it  is  often  divided  into  two  halves  of  different  aspect,  one  of  which, — - 
corresponding  to  the  skin, — is  covered  with  a scab,  while  the  other, — corresponding 
to  the  mucous  membrane — is  like  an  open  wound.  (See,  in  this  connection,  Model 
No.  285  of  my  private  collection  in  the  Saint  Louis  Hospital  Museum.) 

This  form  of  chancre  is  small  and  circumscribed,  rounded  or  oval,  and  covered 
by  a scab  which  is  of  variable  size,  ranging  in  diameter  from  a fifty-centime  piece 
to  a franc.  It  is  firm  and  adherent,  and  projects  from  one  to  two  millimeters. 
Although  of  no  fixed  tint  it  is  generally  brownish  or  dark  brown,  but  sometimes 
almost  black. 

The  scab,  of  course,  only  masks  the  real  lesion,  which  is  the  underlying  chancrous 
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erosion,  but  one  can  form  no  opinion  about  it  as  long-  as  the  scab  persists,  so  it  may 
be  passed  unnoticed  for  the  present.  The  sum-total  of  the  lesion  then,  as  far  as  its 
appreciable  clinical  characters  go,  is  a mere  incrustation  on  the  top,  and  nothing  more. 

The  rupial  chancre  is  a sub-variety  of  the  preceding,  which  merits  special  mention. 
Its  characteristic  feature  is  an  exaggeration  of  the  scab  to  twice,  thrice  or  even  four 
times  its  usual  thickness.  The  scabbing,  by  its  stratified  appearance  and  by  its  marked 
prominence  from  the  surrounding  skin,  absolutely  resembles  the  enormous  heaped 
up  masses  on  tuberculo-crusted  tertiary  sypli Hides,  and  more  especially  the  scabs 
called  “ limpet-sliell  shaped,”  to  which  the  term  rupia  was  formerly  applied. 

In  presence  of  this  variety  of  labial  chancre  it  is  impossible  not  to  gain  the 
impression  of  a tertiary  syphilide  and  this  impression  can  only  be  rectified  by  the  facts 
on  the  other  side  which  are  gained  by  a reasoned-out  diagnosis.  A large  number 
of  chancres  with  thick,  prominent  scabs  are  thus  constantly  mistaken  for  tertiary 
lesions. 

Diagnosis. — This  latter  form  of  chancre  is,  however,  not  the  most  misleading  from 
the  diagnostic  point  of  view ; for  the  observer  generally  looks  upon  them  with  mis- 
giving and  caution,  on  account  of  their  size  and  peculiarity ; in  short,  he  puts  himself 
at  some  trouble  (if  I may  say  so)  to  come  to  a diagnosis.  Their  nature  is  generally 
determined  by  the  absence  of  syphilitic  antecedents  in  the  patient,  by  the  accompany- 
ing glandular  affection  in  the  form  of  a satellite  bubo,  and  sometimes  also  by  the 
secondary  manifestations  which  follow  in  their  train,  when  they  have  lasted  a few  weeks. 

The  usual  source  of  error,  then,  in  such  cases  lies  elsewhere,  viz.,  in  the  scabbed 
chancre  of  benign  appearance , with  small,  thin,  fiat  and  even  tiny  scab,  that  is  in  the 
chancre  termed  scaly , which  looks  like  a commonplace  and  trivial  lesion. 

Therein  lies  the  trap  ! And  how  are  we  to  avoid  deception  ? What  does  the 
whole  lesion  present  for  our  observation  ? Only  a small  crust,  rounded  or  oval,  not 
larger  than  the  nail  of  the  middle  finger,  flat,  not  raised,  yellow  or  yellowish,  of 
“ eczematous”  appearance,  i.e.,  like  a scab  on  any  wound  which  is  drying  up.  So  that 
a mere  cursory  examination  is  usually  made  and  the  diagnosis  is  arrived  at  of  an 
herpes,  a scabbed  acne,  an  eczema  or  an  impetigo,  or  of  one  of  those  “pimples”  with- 
out a name,  which  so  frequently  occur  about  the  lips. 

I may  even  add  that  the  main  difficulty  for  the  physician  is,  not  to  recognise  the 
chancre  when  he  thinks  of  it , but  to  think  of  it ; that  is  to  say,  to  bear  the  fact  always 
in  mind  that  the  syphilitic  chancre  may  present  itself  on  the  lips  under  the  guise  of  a 
lesion  essentially  benign,  trivial  and  insignificant  in  appearance.  For,  if  a chancre  is 
thought  of,  it  will  soon  be  recognised  as  such  by  the  physician  in  the  great  majority  of 
cases  by  two  characteristic  definite  signs,  viz. : the  induration  of  the  base  and  the  accom- 
panying adenopathy.  The  following  points  may  always  be  noted  : — 
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(1)  Beneath  the  base  of  the  scab  there  is  an  area  of  induration , more  or  less  marked, 
not  always  (it  is  true)  deep,  nodular  induration  like  a pea,  or  half  a hazel  nut,  but 
(at  all  events)  a surface  induration  either  “ pergamentous  ” or  “ foliaceous.” 

(2)  A less  equivocal  and  more  constant  sign  is  well  defined  glandidar  implication , 
in  the  form  of  swellings,  often  multiple,  indolent  and  hard,  which  present  a special 
sort  of  induration  “ like  that  of  the  chancre  transported  to  the  glands,”  as  Bicord 
described  it.  On  the  contrary,  nothing  similar  is  observed  in  herpes,  eczema,  impetigo 
or  accidental  erosions,  etc. 

With  these  two  signs  present,  the  diagnosis  may  almost  always  be  made  on  a 
firm  clinical  basis. 

Still,  two  causes  of  possible  error  may  here  be  signalised.  These  are  (1)  artificial 
induration  and  (2)  consecutive  glandular  swellings  which  mag  simulate  a bubo. 

(1)  Common,  non-specific  lesions,  accidentally  complicated  by  an  inflammatory 
process  may  assume  a certain  induration  at  their  base,  more  or  less  resembling  that 
of  a chancre.  Thus  herpes,  staphylococcic  pustules,  scratches,  eczematous  or  impeti- 
ginous patches  etc.  which  have  been  irritated,  inflamed  or  infected  by  the  fingers  or 
by  topical  applications  or  caustics,  sometimes  exhibit  a certain  degree  of  inflammatory 
engorgement  at  their  base  which  is  more  or  less  resistant  and  might  easily  be  mistaken 
for  the  induration  of  a chancre.  This  is  the  first  possible  cause  of  error  and  will  be 
avoided  by  a careful  enquiry  into  the  history. 

(2)  Common  lesions  of  this  sort  may  coexist  with  glandular  enlargements,  either 
recent  or  of  ohl  date  which  depend  upon  the  lymphatic  or  scrofulous  diathesis,  or 
on  a bad  state  of  the  gums,  alveolar  abscess,  chronic  stomatitis,  etc. 

As  for  example  : — A young  man  consulted  me  on  account  of  a scabby,  circular 
lesion  on  the  lip,  the  size  of  a fifty  centime  piece  and  absolutely  “ chancrifonn  " in 
appearance.  On  the  one  hand  its  base  was  very  hard  ; on  the  other,  there  were  two 
rather  firm,  painless  glandular  swellings  beneath  the  jaw,  the  size  of  olives.  My  first 
impression  was,  therefore,  entirely  in  favour  of  a chancre  of  the  lip.  On  interrogation, 
however,  I learnt : — that  the  two  swollen  glands  were  of  old  standing,  and  followed 
a severe  stomatitis  consequent  upon  the  difficult  eruption  of  a wisdom  tooth  ; the  lesion 
on  the  lip  had  been  repeatedly  cauterized,  about  eight  or  ten  times.  I thereupon 
deferred  my  diagnosis  and  made  it  purely  expectant.  Nothing  happened  ; three  years 
have  elapsed  since  then  and  I still  am  awaiting — or  rather  I do  not  await — secondary 
syphilitic  manifestations.  According  to  all  the  evidence,  then,  what  I had  at  first 
taken  for  a chancre — and  I think  every  one  would  have  done  the  same — was  not 
a chancre,  but  some  common  lesion  artifically  hardened  by  caustics,  and  accidentally 
accompanied  by  enlarged  glands,  in  no  real  relation  to  it,  which  were  there  by  mere 
chance  and  as  the  result  of  pre-existing  diseased  conditions. 
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II. 

Figure  II.  shows  an  Erosive  Chancre  of  the  lower  lip,  divided  into  two,  almost 
equal,  halves  by  one  of  the  median  fissures  so  frequent  there,  especially  in  scrofulous 
and  lymphatic  subjects. 

This  form  is  not  less  common  and  insidious  than  the  preceding,  and  it  is 
especially  common  in  chancres  affecting  the  “ semi-mucosa  ” of  either  lip. 

Its  objective  appearance  is  simply  that  of  an  erosion , accurately  circumscribed, 
generally  about  as  big  as  the  little  finger  nail,  rounded  or  more  often  oval,  absolutely 
superficial,  on  the  same  level  as  the  surrounding  tissue  (therefore  without  a raised 
margin),  with  smooth  uniform  floor,  generally  remarkable  for  its  beautiful  red  or 
reddish-brown  colour,  and  sometimes  of  almost  characteristic  red  “ flesh  muscle  ” colour. 
Sometimes,  however,  there  are  greyish  or  whitish  little  points  scattered  over  the  red 
base,  which  are  the  remains  of  epithelium  only  partially  separated. 

This  is  all,  so  that  this  type  of  chancre  is  merely  an  erosion  of  the  “ mucous- 
derma  ” as  far  as  its  objective  characters  are  concerned.  It  would  be  impossible  to 
recognise  such  a chancre  and  to  differentiate  by  those  simple  criteria  from  common 
lesions  such,  for  instance,  as  herpes.  For  the  erosion  which  represents  it  is  identical 
with  any  common  erosion  both  at  first  sight  and  after  full  analysis.  So  that  the  erosive 
form  of  labial  chancre  has  been  many  a time  confounded  with  erosions  of  all  sorts, 
especially  with  two  insignificant  lesions  which  merit  especial  mention,  viz. : (i) 
Herpes  of  the  Up,  and  (2)  Cigarette  burns.  How  often  have  I not  seen  labial  chancres 
which  have  been  diagnosed  as  “ herpes,”  and  disdainfully  treated  as  such  till  the 
secondary  manifestations  appeared  ! And  how  often,  too,  have  I seen  labial  chancres 
mistaken  for  epithelial  desquamation  due  to  the  misuse  of  tobacco  ! 

Three  signs  should  prevent  such  an  error 

(1)  The  graphic  contour  of  the  lesion.  A chancre  has  always  a border-line 
regular  in  contour,  either  circular  or  oval,  but  not  sinuous,  not  serrated,  not  dentate, 
not  “ geographical,”  to  use  the  consecrated  expression. 

On  the  contrary  a commonplace  erosion,  resulting  from  an  irritative  or  inflammatory 
process  always  shows  a much  more  irregular  outline,  more  capricious,  more  festooned, 
very  different  from  the  regular  curve  of  a chancre. 

A fortiori,  the  boundary-line  will  be  all  the  more  significant  if  one  is  dealing 
with  an  herpes  ; for  the  characteristic  which  I have  long  ago  assigned  to  herpes  is 
well-known  and,  I am  glad  to  say,  has  as  yet  found  no  disputant.  This  consists  of  the 
sinuous  border-line  of  the  lesion,  studded  here  and  there  with  segments  of  very  small 
circles,  which  are  the  vestiges  of  vesicles  lying  outside  the  original  herpetic  group. 
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This  micro-cyclical  outline,  as  I have  called  it,  is  quite  special  to  herpes,  of  which 
it  is  a pathognomonic  sign.  It  ought,  therefore,  always  to  be  sought  for  with  care, 
and  with  the  aid  of  a lens,  which  sometimes  permits  of  its  recognition  when  it  would 
escape  the  naked  eye.  Unfortunately,  it  is  absent  in  certain  cases,  or  at  all  events, 
is  not  sufficiently  marked  to  be  of  use  for  diagnostic  purposes.  But  when  it  exists, 
I affirm  that  it  constitutes  an  absolutely  distinctive  sign,  for  a chancre  never  presents 
an  outline  thus  particularised  by  small  segments  of  circles. 

It  is,  however,  to  be  noted  that  the  number  of  these  peripheral  circinate  elements 
is  only  of  secondary  importance.  If  they  are  numerous,  so  much  the  better  for  ease 
and  certainty  of  diagnosis.  But  only  a small  number  of  them,  or  only  a single 
one,  may  be  seen.  Still  a single  one,  well  developed  and  clearly  characterised,  suffices 
to  exclude  a chancre.  For  such  a configuration  is  not  compatible  with  a chancre  and 
cannot  be  met  with  in  connection  with  one. 

(2)  The  second  sign  is  induration  of  the  base  of  the  lesion.  There  is  always  more 
or  less  induration  of  the  base  of  a chancre.  On  the  contrary,  there  is  no  induration 
with  herpes  or  other  simple  erosions,  except  when  they  have  been  inflamed  by  various 
extraneous  causes  of  irritation  or  artificially  hardened  by  caustics.  As  for  all  other 
chancres,  the  indurated  base  is  an  excellent  sign.  But  the  induration  in  the  labial 
chancre  of  erosive  type  is  always  slight.  One  must  not  expect  to  meet  with  one  of 
those  indurations,  easily  perceptible  to  the  fingers,  as  a nodular  lump  like  a split  pea 
or  hazel-nut.  First,  it  is  the  flattened,  “lamellar"  type  of  induration  which  is 
almost  invariably  present.  Further,  this  lamellar  type  is  not  always  very  marked, 
for  if  it  sometimes  is  of  the  “ pergamentous  ” or  parchment-like  type  and  easily 
perceptible,  it  far  oftener  is  confined  to  the  attenuated,  ill-defined,  abortive  type 
known  as  “foliaceous  ” or  “papery"  induration,  which  is  very  apt  to  be  misunderstood. 
Now  in  cases  of  this  sort,  the  special  induration  will  only  be  perceived  if  looked 
for  with  extreme  care  and  in  a methodical  manner,  which  consists  of  seizing  the 
chancre  very  exactly  at  its  two  poles  and  of  slightly  raising  the  mucous  membrane, 
so  as  to  ascertain  its  own  proper  resistance  when  isolated.  Here  it  is  especially 
necessary  to  have  some  special  education  to  feel  what  less  expert  fingers  will  not 
appreciate. 

(3)  Third  sign : — Implication  of  Glands.  In  the  case  of  herpes  or  ordinary 
erosions  there  is  either  no  adenopathy,  as  is  usual  (except  in  the  event  of  superadded 
inflammatory  irritation),  or  there  is  only  a slight  degree  of  glandular  reaction,  with 
slight  amount  of  swelling  and  without  the  dry,  resistant  feeling  characteristic  of  the 
bubo  which  is  symptomatic  of  a chancre. 

With  a chancre,  on  the  contrary,  glandular  involvement  is  constant  and,  more- 
over, is  of  the  type  which  offers  all  the  characteristics  of  the  satellite  bubo. 
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In  most  cases  tliese  three  signs  will  suffice  to  determine  the  nature  of  the  disease. 
But  it  is  necessary  to  repeat  once  more,  that  the  diagnosis  is  often  delicate,  difficult, 
or  even  impossible  on  the  ground  of  the  actual  data  present.  Cases  are  pretty 
frequent,  in  which  the  most  expert  clinician  is  forced,  in  presence  of  a labial  chancre 
of  the  erosive  type,  to  defer  his  diagnosis  temporarily  and  await  further  developments. 

III. 

Chancres  of  the  Tongue  occur  in  many  and  different  forms,  the  two  commonest 
of  which  are  called  erosive  and  ulcerative.  The  latter  alone  will  occupy  us  here. 

As  its  name  indicates,  it  differs  from  the  erosive  form  in  invading  a certain  depth 
of  the  tongue  or  even  its  entirety  (although  that  is  rare),  rather  than  simply  destroying 
its  mucous  covering. 

The  ulcerative  chancre  is  generally  large.  Usually  it  is  about  the  size  of  the 
thumb-nail,  but  exceptionally  it  may  be  much  larger.  One  of  the  models  in  the 
Saint  Louis  Hospital  illustrates  a chancre  measuring  three  or  four  centimeters  antero- 
posteriorly  by  one  centimeter  transversely. 

Its  shape  is  that  of  a cup,  or  spoon,  hence  the  names  of  cupuliform  and  spoon-like 
chancres.  It  represents  a sort  of  ulcerative  lesion,  the  margins  of  which,  sometimes 
raised  in  a ridge,  thence  slope  gently  down  to  its  floor  without  ever  showing  the 
abrupt,  liacked-out  appearance  spoken  of  by  everyone  and  which  has  often  been 
described  in  print. 

The  floor  of  this  sort  of  chancre  is  smooth  and  generally  of  a well-marked  red 
colour,  but  sometimes  it  is  polychromatic ; that  is  to  say,  it  is  studded  with  islets  of 
greyish-yellow  or  dark  brown  colour. 

It  is  always  surrounded  by  marked  induration,  sometimes  thick  and  deep,  forming 
under  the  ulcer  a veritable  resistent  44  meniscus.” 

Diagnosis. — It  is  especially  from  the  diagnostic  point  of  view  that  the  ulcerative 
form  of  lingual  chancre  presents  interest  of  the  highest  order.  For  it  is  often 
difficult  to  distinguish  it  from  other  lesions  of  the  tongue  such  as  ulcerating 
(gummatous)  sypliilides,  tubercular  ulcers,  glossitis  from  decayed  teeth,  chancroids, 
or  epithelioma.  Inversely,  these  diseased  conditions  are  often  confounded  with 
syphilitic  chancres. 

The  tubercular  ulcer,  in  particular,  offers  the  greatest  objective  similarity  to  the 
ulcerative  chancre ; I shall  therefore  devote  myself  more  especially  to  those  clinical 
signs  upon  which  the  differential  diagnosis  of  the  two  morbid  conditions  rests. 

Evidently  it  is  not  the  chronic  tubercular  ulcer  with  which  we  are  concerned.  Its 
differential  diagnosis  is  44  ready  made,”  as  it  is  deduced  from  the  very  chronicity  of  the 
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lesion  and  from  the  absence  of  syphilitic  manifestations  at  a time  when  such  would 
have  long  been  present,  if  they  were  to  be  present  at  all.  The  only  condition  in  point 
is  the  tubercular  ulcer  of  recent  date,  of  some  weeks’  duration,  or  even  less.  In  such 
conditions  an  error  is  possible,  and  in  both  directions ; i.e.,  a tubercular  ulcer  may  be 
mistaken  for  a chancre,  or  vice  versa. 

The  means  for  deciding  the  question  are  numerous  and  of  different  orders,  and 
may  be  divided  into  three  groups,  presumptive , probable,  and  certain. 

First  Group. — A presumption — and  one  of  importance — may  be  deduced  from  the 
personality  of  the  patient,  i.e.,  from  the  presence  of  lesions  or  symptoms  referable  to 
tuberculosis.  Thus,  there  would  be  a presumption  in  favour  of  a tubercular  ulcer  if 
the  patient  had  phthisis  and  a fortiori  if  the  disease  were  advanced  ; or  even,  if  the 
patient  presented  some  actual  tubercular  lesion  or  some  evidence  of  pre-existing  tuber- 
culosis in  the  lymphatic  glands,  skin,  anus,  testicle,  bones,  etc. 

For  indeed,  in  the  great  majority  of  cases,  tubercular  ulceration  of  the  tongue  is 
only  a manifestation  consecutive  to  others  of  tuberculosis.  Therefore,  the  determina- 
tion of  some  tubercular  antecedent,  or  even  of  a predisposition  to  tuberculosis,  whether 
hereditary  or  acquired,  will  yield  valuable  information,  capable  of  giving  assistance  in 
forming  a diagnosis. 

On  the  other  hand,  this  sign  is  controlled  by  the  two  following  considerations 
viz. : — That  in  a certain  number  of  cases  (twelve  out  of  thirty-five  according  to  Orlow), 
a lingual  ulcer  may  be  the  first  manifestation  of  tuberculosis  and  may  precede  all  other 
localizations  of  bacillary  invasion  ; while  'per  contra,  there  is  nothing  to  prevent  a 
tubercular  subject  from  contracting  a syphilitic  chancre.  A difficulty  of  this  descrip- 
tion is  only  too  possible  and  has  often  been  encountered. 

II. — Various  other  presumptive  signs  may  be  afforded  by  the  seat,  number,  extent 
and  depth  of  the  lesions.  Thus,  in  the  following  four  conditions  there  will  be  every 
reason  to  suspect  tubercular  ulceration  rather  than  a chancre ; 

(1)  If  the  lesion  is  situated  on  the  under  surface  of  the  tongue;  for  in  this  situation 
a tubercular  ulcer  is  of  pretty  frequent  occurrence,  but  a chancre  is  extremely  rare. 

(2)  If  the  lesions  are  multiple;  for  tubercular  ulcers  are  often  multiple,  while  a 
chancre  is  generally  single.* 

(3)  If  tie  lesion  is  of  considerable  extent ; for  tubercular  ulceration  sometimes 
extends  rapidly,  involving  large  surfaces,  while  a chancre — with  rare  exceptions — 
never  exceeds  the  moderate  limits  we  have  already  specified. 

(4)  If  tie  lesion  is  hollowed  out,  penetrative , excavating ; for  such  is  the  tubercular 
ulcer,  which  sometimes  exposes  the  muscular  tissue  of  the  tongue  while  the  chancre 


* il  will  be  noted  that  the  case  figured  forms  an  exception  to  this  rule. — J.  J.  P. 
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generally  remains  superficial  and  even  in  its  ulcerative  forms  does  not  transgress 
the  mucous  membrane. 

But  all  these  are  mere  presumptions.  Let  us  therefore  seek  for  signs  of  another 
and  better  order. 

Second  Geoup. — Probable  signs  in  favour  of  the  tubercular  ulcer,  as  against 
a chancre,  are  furnished  by  the  five  following  points : — 

(1)  If  the  outline  of  the  lesion  is  irregular  and  te  cut  up  ” ; a fortiori  if  it  is  of 
no  definite  type  as  to  form.  For  such  is  the  outline  of  the  tubercular  ulcer  in  a large 
number  of  cases;  whereas  a chancre  has  always  a definite,  “methodical”  outline, 
derivative  of  the  geometrical  curve,  and  even  sometimes  accurately  round  or  oval. 
Even  when  it  varies  from  this  type  it  always  preserves  a certain  regularity  of 
form  which  is  not,  if  I may  so  express  it,  the  “ temperament  ” of  the  tubercular 
ulcer. 

(2)  It  is  in  favour  of  the  tubercular  ulcer  if  the  margins  of  the  lesions  are 
sharply  cut,  punched  out,  or  a fortiori,  undermined  and  “floating.”  All  these 
conditions  are  common  in  the  tubercular  ulcer,  while  a chancre  has  never  its  margins 
punched  out  in  this  way,  and  never  has  undermined  borders  dissected  up  from 
underneath.  It  has  no  real  border  properly  so-called,  for  either  it  is  flat  and  con- 
tinuous with  the  surrounding  healthy  parts,  or,  if  it  is  hollowed  out,  its  outer  part 
slopes  down  gently  to  its  central  portion  without  any  abrupt  ridge  around  it. 

(3)  It  is  in  favour  of  the  tubercular  ulcer  if  the  lesion  presents  a floor  which  is, 
on  the  one  hand,  unequal,  irregular,  furrowed,  and  especially  if  it  is  yellow  in  colour, 
—a  beautiful  yellow,  like  that  of  the  simple  chancre.  Indeed  it  may  give  rise  to  doubt 
as  to  diagnosis  between  a “ simple  ” chancre  and  a tubercular  ulcer. 

These  two  characters  are  in  striking  contrast  with  the  appearance  of  the  syphilitic 
chancre,  which  has  always  a smooth,  flat,  uniform  floor,  to  such  an  extent  that  it  looks 
polished,  or  varnished,  and,  on  the  other  hand  its  usual  tint  is  red,  “ muscle-flesli 
colour,”  or  greyish,  opaline,  diphtheroid. 

(4)  It  is  in  favour  of  the  tubercular  ulcer  if  the  base  is  supple,  soft,  and 
non-resistant. 

If  well  marked,  this  establishes  a fundamental  distinction  between  the  two 
morbid  types  we  are  comparing.  There  can  be  no  possible  confusion  between  a 
tubercular  ulcer  with  a soft  base,  and  a syphilitic  ulcer  the  base  of  which  is  always 
indurated  to  a greater  or  less  degree. 

The  condition  of  the  base  would,  therefore,  be  absolutely  distinctive  of  its  type, 
did  not  the  tubercular  ulcer  sometimes  show  itself  with  a resistant,  firm  base  round 
about  it,  either  spontaneously,  primarily,  or  as  the  result  of  superadded  complications. 

Let  me  explain : — The  tubercular  ulcer,  more  frequently  than  is  said,  rests  upon 
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a bed  of  infiltrated  tissue  which,  without  presenting  the  well  defined  and  dry  hardness 
of  a chancre,  is  nevertheless  sufficiently  firm  to  awaken  some  suspicion  of  it.  Again, 
a tubercular  ulcer  may  become  hard  even  to  a most  misleading  extent  as  the  result  of 
repeated,  persistent  irritation,  e.g.  by  cauterization  or — better  still — by  a jagged, 
broken  tooth  or  one  covered  with  tartar,  etc. 

(5)  A last  probable  sign  in  favour  of  the  tubercular  ulcer  is  founded  on  symptomatic 
functional  troubles , and  on  this  point  there  is  sometimes  the  most  marked  difference 
between  the  two  types  we  are  studying. 

The  tubercular  ulcer  usually,  if  not  always,  is  a painful  inflamed  lesion, 
accompanied  by  such  symptoms  as  constant  discomfort,  continual  tenderness  of  the 
tongue ; acute  pain  accompanying  all  the  movements  of  articulation,  mastication  and 
deglutition ; sensitiveness  in  contact  with  food,  especially  if  hard  or  knotty,  spiced 
or  acid,  and  even  more  so  with  alcholic  drinks ; finally,  there  is  more  or  less  marked 
hypersecretion  of  saliva. 

On  the  other  hand  a chancre,  if  it  sometimes  manifests  these  symptoms,  does  so 
only  to  an  infinitely  less  degree.  Often  it  is  almost  completely  painless ; at  all  events, 
compared  to  a tubercular  ulcer  it  may  be  called  a lesion  which  is  ‘“  tolerated.” 

So  that  by  a comparison  of  these  characters  the  differential  diagnosis  between 
chancre  and  a tubercular  ulcer  may  often,  and  before  any  examination,  be  established 
on  the  ground  of  the  subjective  symptoms,  according  as  the  patient  suffers  much  or 
scarcely  at  all  from  his  disease. 

All  these  five  points  which  I have  just  elaborated  are  important  and  sometimes 
excellent  for  the  diagnosis  which  is  occupying  us.  Unfortunately  they  bear  upon 
signs  which  are  accidental,  contingent,  and  susceptible  of  existing  in  such  slight 
degrees  as  to  diminish  their  decisiveness,  or  even  they  may  be  absent.  On  the  other 
hand,  not  one  of  these  preceding  signs  is  really  of  such  a nature  as  to  establish  an 
absolute  differentiation  between  the  two  conditions  ; none  of  them  could  be  called 
pathognomonic.  So  that,  at  the  best,  they  could  only  be  classified  as  probable  signs 
and  nothing  more. 


Have  we,  then,  nothing  better?  Yes,  indeed,  as  follows: — 

Third  Group. — Three  signs  may  be  considered  as  certain , viz. : — 

(1)  An  objective  sign,  founded  on  the  presence  of  FereoVs  “ nodules,"  and  Trelat's 
“ yellow  points.''  These  are  often  confounded  in  clinical  descriptions  ; but  this  is 
erroneous,  for  although  they  are  identical  in  origin  and  nature,  they  are  none  the  less 
very  different  in  their  objective  characters. 

Fereol’s  nodules  consist  of  small  tuberous  tumours,  in  the  neighbourhood  of  the 
tubercular  ulcer.  They  are  solid,  spheroidal  nodules,  “ let  into  the  mucosa,  from  the 
surface  of  which  they  project  forming  mammillary  projections.  One  might  call  them 
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lupous  tubercles,  and  who  knows  if  they  are  not  the  tubercles  of  lupus  of  the  tongue  ? 
At  all  events  they  recall  the  nodules  of  the  lupous  skin  affections.  On  the  average, 
they  are  the  size  of  a pin’s  head.  They  are  elastic  and  hard  to  the  touch.  Covered  by 
healthy  mucous  membrane,  they  are  of  a pink,  reddish  or  purplish  colour.  They  vary 
in  number.  There  may  be  only  one  or  two  near  the  ulcer,  or  quite  a collection  of 
them ; — five  to  eight,  or  even  more.  In  a case  described  by  Feleol*  there  was  a group 
of  seven  or  eight  on  the  side  of  the  ulcer. 

Trelat’s  “ yellow  points  ” are  quite  different  and  may  be  distinguished  from  them 
by  the  three  following  characteristics  ; 

(1)  By  their  smaller  size  ; for  they  are  not  tumours  but  merely  tiny  little  spots, 
measuring  at  most  from  a half  to  one  millimeter  in  diameter ; sometimes,  and  indeed 
in  a large  number  of  cases,  they  are  simply  punctiform. 

(2)  By  the  absence  of  prominence  or  relief ; for  they  are  spots  either  absolutely 
flat  or  which  only  project  to  an  indefinable  degree. 

(3)  And  especially,  by  their  yellowish  or  yellow  tint ; sometimes  they  are  of 
a beautiful  golden  colour  which  contrasts  vividly  with  the  pink  of  the  surrounding 
tissues. 


Fereol’s  “ nodules  ” and  Trelat’s  “ yellow  points  ” are  really  pathognomonic  signs, 
because  they  both  are  tubercular  lesions.  Their  presence,  then,  in  the  neighbourhood 
of  an  ulcer  is  unequivocal  testimony  to  its  nature.  It  is  tantamount  to  a “ tubercular 


signature 


round  the  margin  of  the  lesion. 


Unfortunately  they  are  inconstant  signs,  or  rather  they  are  absent  in  most  cases. 
The  “ yellow  points  ” are  only  met  with  once  in  seven  or  eight  cases,  or  in  a series 
of  my  own  in  four  cases  out  of  twenty-five.  And  there  is  no  doubt  that  Fer6ol’s 
nodules  are  still  rarer.  So  that  these  two  excellent  signs  are  but  seldom  available 
in  practice. 

Should  they  be  absent  two  other  diagnostic  procedures  are  open  to  us,  borrowed 
from  bacteriology  and  experimentation  on  animals. 

II.  The  first  of  these  appears  at  first  sight  quite  simple  and  infallible.  It 
consists  of  collecting  the  secretion  of  the  ulcer,  if  necessary  by  scraping,  and  placing 
the  organic  matter  thus  obtained  under  the  microscope.  If  the  lesion  is  tubercular 
the  microscope  will  reveal  Koch’s  bacilli ; should  it  not  be  so,  the  absence  of  bacilli 
will  be  demonstrated. 

Nothing  seems  theoretically  more  clear,  and  in  practice  these  theoretical  hopes 
are  sometimes  realised.  But  it  is  not  nearly  always  so,  and  this  criterion  is  far  from 
meriting  the  absolute  confidence  which  is  too  easily  accorded  to  it.  For  indeed, 


* Comptes-Rendus  de  la  Soc.  Medieale  de  Paris,  1872,  Tome  XI.,  p.  188. 
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according  to  the  most  trustworthy  histologists  and  bacteriologists  the  most  indubitably 
tuberculous  ulcer  may  yield  none  of  Koch's  bacilli.  “ Some  conditions  tend  towards 
yielding  bacilli,  others  in  the  contrary  direction.  For  instance,  bacilli  will  almost 
certainly  be  found  if  the  ulcer  is  fungating  and  vegetative,  if  its  surface  exudation 
is  abundant  and  if  its  tissue  is  gangrenous  or  converted  into  a sort  of  core.  In  the 
opposite  conditions,  bacilli  will  not  be  found.  In  any  case,  the  number  of  bacilli 
present  is  always  small  (two  to  four  or  ten  in  a preparation).  Thus,  as  a general 
rule,  we  are  not  authorised  to  deny  the  tuberculous  nature  of  a lesion  on  the  ground 
of  the  absence  of  bacilli,  except  after  a very  large  number  of  examinations  which 
have  invariably  proved  negative  ” (Sabouraud). 

The  conclusion  as  regards  the  practitioner  is,  therefore,  that  the  search  after 
Koch’s  bacilli  should  always  be  attempted,  but  only  on  the  condition  of  deducing  from 
their  absence  the  limited  signification  which  it  bears.  With  this  reserve  the  micro- 
scopic research  in  question  ought  to  be  undertaken  in  all  doubtful  cases  ; for  at  all 
events,  a decided,  certain  diagnosis  is  the  result  in  the  event  of  a positive  result 
being  attained.  And  the  demonstration  of  the  bacillus  may  be,  so  to  speak,  extem- 
poraneous {i.e.  accomplished  immediately)  which  confers  an  immense  advantage 
on  this  procedure  over  that  which  now  remains  for  discussion. 

III.  Finally,  a last  assistance  in  diagnosis  is  offered  by  experimentation.  If  an 
animal  is  inoculated  with  the  scrapings  of  the  lesion  in  question,  tubercular  invasion 
of  the  animal  occurs  if  the  lesion  is  tubercular,  and  vice  versa.  Nevertheless,  this 
procedure  is  seldom  resorted  to  in  practice,  although  it  is  more  reliable  and  certain  in 
its  results  than  the  former,  and  with  good  reason.  For,  in  the  first  place,  it  is  a 
laboratory  procedure,  demanding  special  facilities.  Again,  and  more  especially,  it 
is  a slow  process,  which  necessitates  a long  time — six  weeks  on  the  average — before 
it  can  answer  the  question  asked  of  it.  But,  six  weeks  is  a period  equal  to,  or  even 
greater  than  that  which  syphilis  requires  to  declare  itself  beyond  doubt ; for  six  weeks 
after  seeing  the  condition  which  may  be  a chancre,  we  know  what  we  are  dealing 
with  according  as  secondary  symptoms  manifest  themselves  or  not.  We  thus  gain 
as  much  knowledge  by  simple  expectation  as  by  experimentation  on  an  animal. 

The  practical  result  is,  that  there  is  only  very  slight  benefit  to  be  derived  from 
invoking  inoculation  in  animals  as  a means  of  diagnosis. 

In  ordinary  practice,  then,  we  generally  rely  upon  the  morbid  evolution  of  the 
disease  as  the  final  criterion  on  the  question  of  differentiation  between  tubercular  ulcer 
and  chancre.  In  brief,  we  must  wait;  and  after  a short  time  the  appearance,  or  not, 
of  secondary  symptoms  will  prove  or  disprove,  the  chancrous  nature  of  the  lesion. 

Such  are  the  elements  for  a differential  diagnosis  between  a tubercular  ulcer  and 
a lingual  chancre,  presented  in  dissociation  and  in  analytical  fashion.  I shall  now  try 
to  unite  and  condense  them  in  tabular  form. 
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DIFFERENTIAL  DIAGNOSIS 
Between  Tubercular  Ulcer  and  Ulcerating  Syphilitic  Chancre  of  the  Tongue. 


I.— PRESUMPTIVE  SIGNS. 


Tubercular  Ulcer. 

(1)  Tubercular  antecedents  or  lesions  pre- 
sent (pulmonary,  cutaneous,  laryngeal,  glan- 
dular, testicular,  osseous,  anal,  etc.). 

(2)  Possible  situation  of  lesion  on  tbe  lower 
surface  of  the  tongue. 

(3)  Possible  multiplicity  of  the  lesions. 

(4)  Size  of  tbe  lesion  sometimes  consider- 
able. 

(5)  Ulceration  sometimes  hollowed  out, 
penetrative,  even  involving  muscular  tissue. 


Ulcerating  Chancre. 

(1)  No  tubercular  antecedents,  except  as  a 
coincidence. 

(2)  Chancre  extremely  rare  on  lower  sur- 
face of  the  tongue. 

(3)  Chancre  almost  always  single. 

(4)  Area  of  ulceration  almost  always 
limited. 

(5)  Ulceration  never  spreading  deeper  than 
mucous  membrane. 


II. — PROBABLE  SIGNS. 


(1)  Outline  often  irregular,  wavy,  atypical. 

(2)  Borders  punched  out,  undermined. 

(3)  Floor — irregular,  granular,  yellowish 
or  yellow. 

(4)  Base  soft  (generally). 

(5)  Subjective  symptoms  always  more  or 
less  marked,  constant  aching,  sharp  pains  in 
contact  with  food,  salivation.  Ulcer  sensitive. 
Not  “ tolerated.” 


fl)  Outline  regular,  often  accurately  circu- 
lar or  oval. 

(2)  Borders  never  punched  out,  nor  under- 
mined. 

(3)  Floor — smooth,  equal,  uniform  red  or 
greyish. 

(4)  Base  indurated. 

(5)  Few  or  no  subjective  symptoms,  ulcer 
“ tolerated.” 


III.— CERTAIN  SIGNS. 

(1)  Trelat’s  yellow  points  and  more  rarely 
Fereol's  nodules. 


(2)  Scrapings  contain,  or  may  contain, 

Koch's  bacilli. 

(3)  Inoculation  in  animals  causes  tuber- 
cular disease. 

IV. — LAST  RESORT.  Manifestation  or  absence  of  secondary  symptoms. 
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